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OPENING STATEMENT OF SENATOR CARL LEVIN, CHAIRMAN 

Chairman Levin. Good morning, everybody. The committee 
meets this morning to review actions taken over the last year to 
improve living conditions, outpatient care, and processes to help 
our severely injured and ill servicemembers as they transition to 
care provided by the Department of Veterans Affairs (VA) into ci- 
vilian life and to discuss actions in progress or yet to commence. 

Our witnesses this morning were scheduled to be: Deputy Sec- 
retary of Defense Gordon England — and before I identify the other 
witnesses, let me say that I understand that Secretary Gates had 
a fall last night on the ice and broke his shoulder and therefore 
now he must be represented by Gordon England at another hearing 
that Secretary Gates was supposed to be at himself. Is that correct? 

Secretary Geren. Yes, sir, that’s correct. 

Chairman Levin. It’s our hope that you would express to Sec- 
retary Gates our, first of all, hopes for a very speedy and prompt 
recovery. We obviously want him back in action. We understand to- 
tally, of course, why the Secretary cannot be with us this morning. 

Our other witnesses are: Deputy Secretary of Veterans Affairs 
Gordon Mansfield; Secretary of the Army Pete Geren; Under Sec- 
retary of Defense for Personnel and Readiness David Chu; and the 
Surgeon General of the Army, Lieutenant General Eric 
Schoomaker. 

We understand Admiral Dunne is here with you, Secretary 
Mansfield, this morning. We welcome you, of course, as well, Admi- 
ral. 

Our Nation has a moral obligation to provide quality health care 
to the men and women who put on our Nation’s uniform and are 
injured and wounded fighting our Nation’s wars. On February 18, 
2007, the headlines of the Washington Post read “Soldiers Face Ne- 
glect, Frustration at Army’s Top Medical Facility.” A series of arti- 
cles by Dana Priest and Ann Hull served as a wakeup call regard- 
ing the care and treatment of our wounded warriors. The articles 
that appeared in the press a year ago described deplorable living 
conditions for servicemembers living in outpatient status at Walter 
Reed, a bungled bureaucratic process for assigning disability rat- 
ings that determined whether a servicemember would be medically 
retired with health and other benefits for the member and for his 
family. They described a clumsy handoff from the Department of 
Defense (DOD) to the VA as these injured soldiers try to move on 
with their lives. We also learned that these problems were not lim- 
ited to the Army or to Walter Reed. 

A lot has been accomplished in the wake of these articles and 
much more needs to be done. This committee held a hearing on 
March 6, 2007, to address the shortfalls in the care of our wounded 
warriors. At that hearing we concluded that it would require the 
coordinated efforts of the VA Committee and the Armed Services 
Committee to address the issues in a comprehensive manner. 

This led to a rare joint hearing of the Committee on Armed Serv- 
ices and the Committee on Veterans Affairs on April 12. The com- 
mittees continued to work together to pass the Dignified Treatment 
of Wounded Warriors Act on July 25, 2007. This comprehensive bi- 
partisan legislation that addressed the care and management of 
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our wounded warriors was drafted, marked up, and passed by the 
Senate in record time. 

This act, enhanced by provisions in the House-passed Wounded 
Warrior Assistance Act of 2007, became the Wounded Warrior Act 
that was included in the recently signed National Defense Author- 
ization Act for Fiscal Year 2008. The Wounded Warrior Act rep- 
resents major reform and was supported by veterans service orga- 
nizations. It advances the care, management, and transition of re- 
covering servicemembers; enhances health care and benefits for 
families; and begins the process of fundamental reform to the dis- 
ability evaluation systems of DOD and the VA. 

We require the DOD in this law to use VA standards for rating 
disabilities and to use the VA presumption of sound condition in 
determining whether a disability is service-connected. We increase 
the disability severance pay for certain servicemembers. We re- 
quired the DOD and the VA to jointly develop a comprehensive pol- 
icy on improvements to care and management of recovering service- 
members. We established centers of excellence for traumatic brain 
injury (TBI), post-traumatic stress disorder (PTSD), and traumatic 
eye injuries, and we authorized respite care for seriously injured 
servicemembers. 

The Wounded Warrior Act addresses nearly all the findings of 
the various commissions that have examined the issues regarding 
the care and treatment of our wounded warriors. The most signifi- 
cant exception is the recommendation of the Dole-Shalala Commis- 
sion to restructure the VA disability compensation system. The es- 
sence of that recommendation is a restructuring of the VA dis- 
ability compensation benefit. It falls, the recommendation, pri- 
marily in the jurisdiction of the House and Senate Veterans Affairs 
Committees, both of whom are examining it. 

The VA has just recently awarded a contract to develop informa- 
tion regarding changes in the composition of disability payments, 
as recommended by the Dole-Shalala Commission, and some vet- 
erans service organizations have already expressed some questions 
about this change. 

Working together in an approach that is consistent with the 
Wounded Warrior Act, the Departments of Defense and Veterans 
Affairs established a high-level senior oversight committee, co- 
chaired by the Deputy Secretary of Defense and the Deputy Sec- 
retary of Veterans Affairs, to oversee analysis of and changes to the 
DOD and VA systems, to improve the care and treatment of our 
injured and ill servicemembers. We hope to learn this morning 
what the Departments have accomplished thus far, what initiatives 
are in the works, and if any additional legislation is needed to ac- 
complish their goals. 

The Army has established the Army medical action plan (AMAP) 
to develop a sustainable system for the medical treatment and re- 
habilitation of injured and ill soldiers, to prepare them for success- 
ful return to duty or transition to civilian status. I’m confident that 
Secretary Geren and General Schoomaker will have more to say 
about that. 

Finally, we are proud of the fact that our military doctors, 
nurses, and medics have courageously provided outstanding med- 
ical care to those who are wounded. This care begins on the battle- 
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field itself, where these providers are at great personal risk as they 
tend to the wounded. Many servicemembers who would have died 
in earlier conflicts are surviving injuries incurred in Iraq and Af- 
ghanistan because of the loving care and the advances in battle- 
field medical treatment that exist now, that didn’t exist before, but 
also, and we want to reiterate this, because of the skill and the 
bravery of our combat medical teams. 

Seriously injured troops are rapidly evacuated to world-class 
medical facilities, where they receive state-of-the-art care as inpa- 
tients. 

Today’s hearing is about the actions taken by the Departments 
of Defense and Veterans Affairs and by the Army to implement the 
Wounded Warrior Act and recommendations made by various com- 
missions over the many months. 

I’d like to add that although Senator Lieberman is not here with 
us today, he has requested that his statement be entered into the 
record, and without objection, it will be. 

[The prepared statement of Senator Lieberman follows:] 

Prepared Statement by Senator Joseph I. Lieberman 

Chairman Levin, thank you for convening this important hearing on the status 
of our wounded warriors. 

Almost a year ago, we learned from press reports that many of our recovering 
servicemembers at Walter Reed Army Medical Center were not receiving adequate 
medical services or were living in unacceptable conditions. Along with many of my 
colleagues, I promised to fix these problems and improve the quality of care given 
to those who have served honorably. I am heartened that this committee and many 
others in Congress stood up and fulfilled their moral responsibility by including 
Wounded Warrior legislation in last year’s National Defense Authorization bill. We 
have made significant improvements, but we still have more challenges to solve. 

In the coming weeks, I plan to introduce legislation to address two pressing prob- 
lems. My first proposal will increase and improve incentives for the recruitment and 
retention of uniformed mental health providers. One in six Operation Iraqi Free- 
dom/Operation Enduring Freedom servicemembers has a diagnosable condition of 
post-traumatic stress disorder. However, if we do not have enough uniformed pro- 
viders in place, we will not have the manpower to treat all servicemembers who 
need help. The need for uniformed providers cannot be overemphasized in light of 
their dual missions to not only deploy to combat zones, but staff garrison military 
treatment facilities across the globe. Uniformed mental health professionals are also 
critical because those returning from combat strongly prefer to receive care from a 
fellow servicemember. As we learn more about the mental health conditions that 
arise from repeated tours of duty, we must have the uniformed workforce in place 
to meet the demands of our returning servicemembers and the long-term challenges 
facing the Department to improve both the access to and the quality of mental 
health care. 

My second piece of legislation focuses on suicide prevention in the military. Our 
military’s most valuable resource is the people who serve our country in uniform. 
In the past year, there have been a number of disturbing reports in the news con- 
cerning the Army’s suicide rate, which was higher in 2007 than any other time this 
statistic has been tracked by the military, and significantly higher than in the civil- 
ian population. We must reverse the current trend. My legislation will create a new 
prevention program, modeled on the Air Force’s highly successful aircraft accident 
prevention program, at the Department of Defense to investigate all suicides. An 
independent body, assembled by a four-star general, would produce a confidential 
report, including recommendations to address any recognized deficiencies. We must 
have the protocols in place to make sure we are able to determine when a 
servicemember needs help or immediate attention, and I believe my proposal will 
go a long way in preserving our most valuable resource — our men and women in 
uniform. 

We can all agree that taking care of our wounded warriors must remain a na- 
tional priority. Many obvious deficiencies have been corrected, and now I call upon 
my colleagues to tackle the remaining challenges before us. We have asked our 
servicemembers to accept near-impossible trials and tribulations on the battlefield. 
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The least we can do is to provide them with the best possible care and the attention 
they deserve. 

Chairman Levin. There is a vote scheduled for 10:30 this morn- 
ing. I hope that we can complete our opening statements and begin 
questions even before the vote. 

Senator Warner. 

STATEMENT OF SENATOR JOHN WARNER 

Senator Warner. Thank you, Mr. Chairman. 

Mr. Chairman, this is a most unique piece of legislation, and one 
of its hallmarks is the strong bipartisan effort that’s been put in 
on both sides of the aisle, and one of the stalwarts on our side, Sen- 
ator Sessions, has been at the forefront of this. I’m going to invite 
him now to deliver the remarks for our side of the aisle. 

Senator Sessions. 

Senator Sessions. Thank you, Senator Warner. I do care about 
this deeply, as I know you do, and thank you for your leadership 
and that of Senator Levin. 

I welcome our panel members. It’s a distinguished group and I 
think your appearance here today represents by your very positions 
the commitment the DOD has to fixing the problems that we’ve 
seen. Images of a mold-infested room at Walter Reed, which was 
home to a recovering servicemember will not and should not be for- 
gotten. We’re all accountable for the conditions at Walter Reed and 
its impact on families. We’re all answerable to the American people 
for the full and complete resolution of those problems. 

There’s just no doubt that when we commit our men and women 
to harm’s way if they are injured, there is a deep bond we have 
with them, I think, that cannot be disputed, that we will do what- 
ever we can to assure they have the finest medical care possible. 

The independent review group established by Secretary Gates in 
February 2007 described the situation that overwhelmed Walter 
Reed as a “perfect storm.” It involved the confluence of an increase 
in operational tempo as a result of the war, the decision of the com- 
mission on BRAC to close Walter Reed, inattention by leaders to 
processing delays, and antiquated disability evaluation processes, a 
breakdown in outpatient care and transition to the VA. In addition, 
the DOD lacked the tools to adequately identify TBI and its overlap 
with PTSD. 

We now realize that the problems were far broader than just the 
Walter Reed site, and I believe that progress in addressing short- 
falls in care is underway. Congress provided $900 million in sup- 
plemental funding to DOD in fiscal year 2007 for the purpose of 
aiding wounded and ill servicemembers with TBI and PTSD. The 
Army has activated a new Warrior Transition Brigade focused sole- 
ly on helping wounded and ill soldiers to heal. As of February 4, 
2008, 9,782 soldiers, both Active and Reserve, are assigned or at- 
tached to a warrior transition unit (WTU). 

The Army now has broken ground on a new and greatly ex- 
panded hospital at Fort Belvoir, VA, which will be completed ahead 
of the BRAC schedule and will improve services for our wounded 
and ill military personnel, especially for orthopedic and mental 
health concerns. I know Senator Warner is very proud of that hos- 
pital that will be at Fort Belvoir. 
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It is evident by our panel today that the DOD and the VA are 
working together, rather than at odds. Yet, according to the DOD’s 
recent survey of wounded and ill servicemembers, one in four rate 
“poorly” for their experience with the medical evaluation board 
process. One in five rates “poorly” for their ability to access care 
and appointments as soon as needed. 

Studies conducted in the last year reassure the American people 
that the men and women who volunteer for our military and are 
sent into harm’s way will receive the best medical care in the 
world. I quote from the report of the Gates panel, which said: 
“Through advances in battlefield medicine and evacuation care the 
Department has achieved the lowest mortality rates of wounded in 
history.” 

I quote also from the report of the commission appointed by 
President Bush, co-chaired by Senator Robert Dole and Secretary 
Donna Shalala: “The medical care at Walter Reed Army Medical 
Center and other military treatment facilities (MTFs) is compas- 
sionate and complete. The specialized services and programs for 
amputations and burns in particular are world class.” 

So this hearing will examine the response of our government to 
the shortfalls for servicemembers who are outpatients during the 
long-term healing they require. The Wounded Warrior Act is itself 
a significant contribution toward that goal. I was privileged to be 
a part of that significant bipartisan effort, along with many mem- 
bers of this committee and the Veterans Committee. 

The new law will ensure cooperation between the DOD and VA, 
open new avenues of treatment for TBI and psychological health, 
and begin the process of reforming the disability evaluation system 
for our Nation’s veterans of war, in other words achieving nearly 
all the goals of the Dole-Shalala Commission. So we look to the 
Committee on Veterans Affairs for leadership on the important 
work which remains — modernization of the benefits and compensa- 
tion for our Nation’s veterans, and in particular eliminating dupli- 
cation between DOD and VA. 

Senator Burr, the ranking member of that committee, has an- 
nounced his intention to pursue the needed reforms through legis- 
lation to create a modern, less confusing and more equitable sys- 
tem for today’s wounded warriors. We shall forget neither the im- 
ages of Walter Reed nor the stories of so many wounded veterans 
and their families who, as a result of a lack of care and perceived 
lack of fairness, lost trust in the government that they served. Nor 
shall we ever forget the statement of General George Washington, 
who said: “The willingness with which our young people are likely 
to serve in any war, no matter how justified, shall be directly pro- 
portional to how they perceive the veterans of earlier wars were 
treated and appreciated by their country.” 

Mr. Chairman, thank you, and I look forward to this excellent 
panel today. 

Chairman Levin. Thank you, Senator Sessions. 

Let me start with Secretary Mansfield and then we’ll go to you, 
Secretary Chu. Are you going to be giving the statement for Sec- 
retary England? 

Dr. Chu. Yes, sir, I’ll give Secretary England’s prepared remarks. 

Chairman Levin. Thank you. 
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Secretary Mansfield? 

STATEMENT OF HON. GORDON H. MANSFIELD, DEPUTY SEC- 
RETARY OF VETERANS AFFAIRS; ACCOMPANIED BY HON. 

PATRICK W. DUNNE, REAR ADMIRAL, U.S. NAVY (RETIRED), 

ASSISTANT SECRETARY OF VETERANS AFFAIRS FOR POLICY 

AND PLANNING 

Secretary Mansfield. Thank you, Chairman Levin and members 
of the committee. I appreciate the opportunity to appear before you 
today. I’m especially pleased to be accompanied by Admiral Dunne, 
Secretary Geren, Secretary Chu, and General Schoomaker. 

The VA and the DOD have a positive, good news report to give 
you today on our enhanced partnership to ensure today’s Active 
Duty servicemembers and veterans receive the benefits, care, and 
services a grateful Nation has promised them. They have surely 
earned that and I know, Mr. Chairman and members, that you and 
the committee members are here to make sure that it happens. 

I’m especially pleased to have had the opportunity to have 
worked with Gordon England, the Deputy Secretary of the DOD. 
Over the past year Gordon and I have had a unique opportunity 
to focus the attention of both Departments on the needs of those 
we serve, our servicemembers and veterans. We have concentrated 
attention on the need for a seamless transition from the DOD to 
the VA. 

I want to publicly thank him for his leadership, which has al- 
lowed us to accomplish so much. As he has said, the ties between 
the two organizations have been strengthened and lines of commu- 
nication are now available across the two Departments. 

The Senior Oversight Council (SOC) has been operational since 
May 8, 2007, but it is important to note that serious high-level co- 
operative efforts in the areas of health care and benefits delivery 
predate the SOC. VA and DOD formed a Joint Executive Council 
(JEC) in February 2002. You later codified it in statute in Novem- 
ber 2003. The JEC’s responsibility — and I quote from its standup 
document — is “The JEC will work to remove barriers and chal- 
lenges, assert and support mutually beneficial opportunities, rec- 
ommend to the two secretaries the strategic directives for joint co- 
ordination and sharing efforts between and within the two Depart- 
ments, and oversee the implementation of those efforts.” 

I believe it is important to identify some of the positives pro- 
duced under the auspices of the JEC from its start. Dental care for 
Reserve and National Guardsmen was taken care of — the North 
Chicago VA and U.S. Navy cooperative effort to form the first joint 
Federal health care facility non-sequitar; and the Traumatic 
Servicemembers’ Group Life Insurance which has been effective 
thanks to Congress since December 1, 2005. As of January 31, we 
have paid 4,111 claims for a total of $254.4 million to seriously in- 
jured servicemembers. 

We now have more than 95 memoranda of understanding 
(MOUs) covering 153 military sites; VBA counselors inserted at 
MTFs; data-sharing efforts; and the joint incentive fund that Con- 
gress authorized to fund 66 projects for $160 million between the 
two organizations. 
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So in short, the JEC provided a starting point for the SOC. I 
want to commend and thank Dr. David Chu for his past and con- 
tinued efforts and cooperation as my DOD partner on the JEC. 

The SOC, established by direction of the two secretaries fol- 
lowing, as you mentioned, Mr. Chairman, hearings here on the 
Hill, established eight lines of action, which generally defined the 
issues needing resolution. They include: the disability evaluation 
system; TBI and PTSD case management; data-sharing efforts; fa- 
cilities; legislation and public affairs; personnel, pay, and financial 
support; and what we call a clean sheet review, or after we’ve 
looked at all these issues, if you were starting over how would you 
start and what would you build that would be different from what 
we have today. 

Our excellent joint DOD and VA staff, provided through a special 
office by Melinda Darby and Roger Dimsdale, identified these lines 
of action from the issues presented in numerous reports, investiga- 
tions, or commissions which reported last year, as you mentioned, 
Mr. Chairman — Dole-Shalala, Gerry Scott’s commission, the 
Marsh-West commission, and Secretary Nicholson’s commission 
that the President directed that he take part in. All were reviewed 
completely to come up with a comprehensive plan of action. 

Currently the SOC is overseeing the efforts to apply the decisions 
made from these line of action recommendations. For example, the 
Federal recovery coordinators or case managers’ decision has re- 
sulted in VA Federal recovery coordinators standing up an office, 
hiring the first eight individuals, training them, placing them in 
MTFs, and having them start the process of fulfilling that require- 
ment which you directed for us. 

In another area, we have started a pilot project to have the VA 
complete one single medical exam, which will allow first DOD 
under their responsibility to make the decision whether this indi- 
vidual is fit or unfit to continue to serve on Active Duty, and if the 
individual is not fit to serve on Active Duty to allow the VA to use 
that same information to process a claim for disability benefits 
when the individual is discharged. This pilot has gotten one case 
already through the process. The examinations are taking place in 
the Washington, DC, area and the cases are going to the VA office 
in St. Petersburg for decision. This pilot will run for approximately 
1 year starting last November, going to November this year, and 
will give us the starting point for more efforts on how to make sure 
that this transfer from Active Duty to veteran status becomes 
seamless and the information is transferred and used by both at 
the same time. 

We realize we have more work to do, data-sharing for example, 
where we move to the ability to transfer patient data between our 
two systems. We’re doing more than we ever had before. We’re 
sharing data. We’re moving toward making it operational, and I 
think I can report to you that more efforts are going forward in 
that area than ever before. It’s a hard area. There are a lot of 
issues to deal with, and we continue to work on that at a high 
level. 

We’re also working together on TBI and PTSD issues — care, re- 
search, and treatment, as we see a greater emphasis on these 
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issues, and a new center of excellence is under construction and 
will be taking place at the new Bethesda location. 

Currently the SOC is prepared to come together whenever re- 
quired to make decisions required by the dedicated VA and DOD 
staff which oversee the efforts on each of these lines of action. We 
continue to address any issues which may arise regarding coopera- 
tion between the two Departments. Gordon England, David Chu, 
and I continue to discuss these issues as needed. The remaining re- 
quirements stemming from the National Defense Authorization Act 
passed last session will keep us focused intently on continuing im- 
provements. 

The issue of a new disability benefit system as proposed by the 
President through the Dole-Shalala report remains an open item. 
The VA has contracted for two studies which will allow us to move 
forward in this area. The studies are due for completion in approxi- 
mately 6 months. They deal with transition payment and then com- 
pensation and quality of life issues in a to-be-proposed system. 

The issue of rehabilitation medicine continues to evolve as we 
treat and evaluate the patients returning from the battlefield, en- 
tering acute care treatment, and initial rehabilitation and MTFs 
before they transition to VA polytrauma centers and medical cen- 
ters. 

Finally, we are working to ensure better involvement and care of 
the family members of these individuals. 

That concludes my statement and I await your questions. 

[The joint prepared statement of Secretary England and Sec- 
retary Mansfield follows:] 

Joint Prepared Statement by Hon. Gordon England and Hon. Gordon 

Mansfield 

Chairman Levin, Senator McCain, and members of the Senate Committee on 
Armed Services, we deeply appreciate your steadfast support of our military and 
welcome the opportunity to appear here today to discuss improvements imple- 
mented and planned for the care, management, and transition of wounded, ill, and 
injured servicemembers. We are pleased to report that while much work remains 
to be completed, meaningful progress has been made. 

We’re delighted to have with us Secretary of the Army Geren, Under Secretary 
of Defense for Personnel and Readiness Chu, Surgeon General of the Army, Lieuten- 
ant General Schoomaker, and Assistant Secretary of Veterans Affairs for Policy and 
Planning Dunne. 

The administration has worked diligently — commissioning independent review 
groups, task forces, and a Presidential Commission to assess the situation and make 
recommendations. Central to our efforts, a close partnership between our respective 
Departments was established, punctuated by formation of the Senior Oversight 
Committee (SOC) to identify immediate corrective actions and to review and imple- 
ment recommendations of the external reviews. The SOC continues work to stream- 
line, deconflict, and expedite the two Departments’ efforts to improve support of 
wounded, ill, and injured servicemembers’ recovery, rehabilitation, and reintegra- 
tion. 

Specifically, we have endeavored to improve the Disability Evaluation System 
(DES), established a Center of Excellence for Psychological Health and Traumatic 
Brain Injury, established the Federal Recovery Coordination Program, improved 
data sharing between the Department of Defense (DOD) and Department of Vet- 
erans Affairs (VA), developed medical facility inspection standards, and improved 
delivery of pay and benefits. 

SENIOR OVERSIGHT COMMITTEE 

The driving principle guiding SOC efforts is the establishment of a world-class 
seamless continuum that is efficient and effective in meeting the needs of our 
wounded, ill, and injured servicemembers, veterans, and their families. The body is 
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composed of senior DOD and VA representatives and co-chaired by the Deputy Sec- 
retary of Defense and Deputy Secretary of Veterans Affairs. Its members include: 
the Service Secretaries, the Chairman or Vice Chairman of the Joint Chiefs of Staff, 
the Service Chiefs or Vice Chiefs, the Under Secretaries of Defense for Personnel 
and Readiness and Comptroller, the Under Secretaries of Veterans Affairs for Bene- 
fits and Health, the Office of the Secretary of Defense General Counsel, the Assist- 
ant Secretary of Defense for Health Affairs, the Director of Administration and 
Management, the Principal Deputy Under Secretary of Defense for Personnel and 
Readiness, the Assistant Secretary of Veterans Affairs for Policy and Planning, the 
Deputy Under Secretary of Defense for Plans, and the Veterans Affairs Deputy 
Chief Information Officer. In short, the SOC brings together on a regular basis the 
most senior decisionmakers to ensure wholly informed, timely action. Supporting 
the SOC decision-making process is an Overarching Integrated Product Team 
(OIPT), co-chaired by the Principal Deputy Under Secretary of Defense for Per- 
sonnel and Readiness and the Department of Veterans Affairs Under Secretary for 
Benefits and composed of senior officials from both DOD and VA. The OIPT reports 
to the SOC and coordinates, integrates, and synchronizes work and makes rec- 
ommendations regarding resource decisions. 

MAJOR INITIATIVES AND IMPROVEMENTS 

The two Departments are in the process of implementing more than 400 rec- 
ommendations of 5 major studies, as well as implementing the Wounded Warrior 
and Veterans titles of the recently enacted National Defense Authorization Act 
(NDAA), Public Law No. 110-181. We continue to implement recommended changes 
through the use of policy and existing authorities. For example, in August 2007, the 
Secretaries of the Military Departments were directed to use all existing authorities 
to recruit and retain military and civilian personnel who care for our seriously in- 
jured warriors. Described below are the major initiatives now underway. 

DISABILITY EVALUATION SYSTEM 

The fundamental goal is to improve the continuum of care from the point-of-injury 
to community reintegration. To that end, in November of last year, a DES Pilot test 
was implemented for disability cases originating at the three major military treat- 
ment facilities in the National Capital Region (Walter Reed Army Medical Center, 
National Naval Medical Center Bethesda, and Malcolm Grow Medical Center). The 
pilot is a servicemember-centric initiative designed to eliminate the often confusing 
elements of the two current disability processes of our Departments. Key features 
include both a single medical examination and single source disability rating. A pri- 
mary goal is to reduce by half the time required to transition a member to veteran 
status and receipt of VA benefits and compensation. 

The pilot addresses those recommendations that could be implemented without 
legislative change from the reports of the Task Force on Returning Global War on 
Terror Heroes, the Independent Review Group, the President’s Commission on Care 
for America’s Returning Wounded Warriors (Dole/Shalala Commission), the Vet- 
erans Disability Benefits Commission (Scott Commission), and the DOD Task Force 
on Mental Health. Its specific objectives are to improve timeliness, effectiveness, 
transparency, and resource utilization by integrating DOD and VA processes, elimi- 
nating duplication, and improving case management practices. 

To ensure a seamless transition of our wounded, ill, or injured from the care, ben- 
efits, and services of DOD to the VA system, the pilot is testing enhanced case man- 
agement methods and identifying opportunities to improve the flow of information 
and identification of additional resources to the servicemember and family. The VA 
is poised to provide benefits and compensation to the veterans participating in the 
pilot as soon as they transition from the military. 

The pilot covers all non-clinical care and administrative activities, such as case 
management and counseling requirements associated with disability case proc- 
essing, from the point of servicemember referral to a Military Department Medical 
Evaluation Board (MEB) through compensation and provision of benefits to veterans 
by the VA. Expansion of the pilot is being considered to address: 

• Performance measures — The pilot evaluation plan includes extensive 
quantitative and qualitative performance measures to ensure our service- 
members obtain all benefits and entitlements due under both DOD and VA 
law. Although no servicemembers have completely transitioned from the 
pilot to veteran status, we expect a reasonable sample population to have 
processed through by mid-June. We’ll complete our initial analysis at that 
time and make a determination regarding expanding the pilot. 
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• Site assessment — The following criteria will be thoroughly analyzed by 
both Departments: resources, IT architecture development and fielding, 
case management effectiveness, training requirements, DES workload (for 
DOD and VA) in expansion areas, and costs; 

• Case management — Most importantly, pilot expansion to a broader popu- 
lation will require training and certification of DES and VA administrative 
and case management personnel. It is anticipated that certification of the 
case managers and determination of the appropriate case manager staff 
size will be the overriding factors that limit or allow expansion of the pilot 
to other areas. 

• Phased expansion — Unlike the pilot’s Physical Evaluation Board phases, 
which are consolidated in the NCR, the medical assessment and MEB 
phases occur across the departments at numerous Medical Treatment Fa- 
cilities (MTFs) and Veterans Health Administration sites. Phased expan- 
sion of the pilot should allow MTF site preparation and training on a man- 
ageable timeline. 

The pilot is part of a larger effort including medical research into the signature 
injuries of the war and updating the VA Schedule of Rating Disabilities. Proposed 
regulations to update the disability schedule for traumatic brain injury (TBI) and 
burns were published in the Federal Register on January 3, 2008. 

PSYCHOLOGICAL HEALTH AND TRAUMATIC BRAIN INJURY 

Improvements have been made in addressing issues concerning psychological 
health (PH) and TBI. The focus of these efforts has been to create and ensure a com- 
prehensive, effective, and individually-focused program dedicated to prevention, pro- 
tection, identification, diagnosis, treatment, recovery, and rehabilitation for our 
servicemembers, veterans, and families who deal with these important health condi- 
tions. 

The DOD has a broad range of programs designed to sustain the health and well- 
being of every service and family member in the total military community. Because 
no two individuals are exactly alike, multiple avenues of care are open to create a 
broad safety net that meets the preferences of the individual. This continuum of 
care encompasses: prevention and community support services; early intervention to 
protect and restore before chronicity, and before the member does something rash; 
service-specific deployment-related preventive and clinical care before, during and 
after deployment; sustained, high-quality, readily available clinical care along with 
specialized rehabilitative care for severe injuries or chronic illness, and transition 
of care for veterans to and from the VA system of care; and a strong foundation of 
epidemiological, clinical and field research. 

Our Departments have partnered in the development of standard clinical practice 
guidelines for Post-Traumatic Stress Disorder (PTSD), Major Depressive Disorder, 
Acute Psychosis, and Substance Use Disorders. These guidelines help practitioners 
determine the best available and most appropriate care for PH conditions. In an ef- 
fort to ensure that providers are trained in best practices, we are partnering in pro- 
viding training in evidence-based treatment for PTSD. 

TBI can result in decreased reaction time, impaired decisionmaking and judg- 
ment, and decreased mental processing. Mild TBI or concussion can reduce mission 
effectiveness and increase risk to the injured servicemember and others in the unit. 
Objective cognitive performance information can give the commander critical infor- 
mation for informed risk decisions in mission planning and execution while pro- 
viding medical providers with an objective assessment of the extent of the injury 
and a method of tracking recovery. To facilitate the evaluation and management of 
TBI cases, DOD has a program to collect baseline neurocognitive information on Ac- 
tive and Reserve personnel before their deployment to combat theaters. The Army 
already has incorporated neurocognitive assessments as a regular part of its Soldier 
Readiness Processing in select locations. Additionally, select Air Force units are as- 
sessed in Kuwait before going into Iraq. 

To ensure all servicemembers are screened appropriately for TBI, questions have 
been added to Post-Deployment Health Assessment and Post-Deployment Health 
Reassessment. That same information is shared with VA clinicians as part of an ef- 
fort to facilitate the continuity of care for the veteran or servicemember. 

To ensure appropriate staffing levels for PH, a comprehensive staffing plan for PH 
services has been developed based on a risk-adjusted, population-based model. To 
augment staffing levels, DOD has partnered with the Department of Health and 
Human Services (HHS) to provide uniformed Public Health Service officers in MTFs 
to increase available mental health providers for DOD. DOD and the VA also con- 
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tinue to improve the Mental Health Self Assessment Program. Program expansions, 
documented in an updated report to Congress submitted in February 2007, included: 

• Addition of telephone-based screening for those who do not have access 
to the Internet including a direct referral to Military OneSource for individ- 
uals identified at significant risk; 

• Availability of locally tailored, installation level referral sources via the 
online screening; 

• Introduction of the evidence-based Suicide Prevention Program for De- 
partment of Defense Education Activity schools to ensure education of chil- 
dren and parents of children who are affected by their sponsor’s deploy- 
ment; and 

• Addition of a Spanish language version for all screening tools, expanded 
educational materials, and integration with the newly developed pilot pro- 
gram on web-based self-paced care for PTSD and depression. 

In November 2007, the Department of Defense Center of Excellence (DCoE) for 
Psychological Health and Traumatic Brain Injury was established as a national 
Center of Excellence for PH and TBI. It includes VA and HHS liaisons, as well as 
an external advisory panel organized under the Defense Health Board, to provide 
the best advisors across the country to the military health system. The center facili- 
tates coordination and collaboration for PH and TBI related services among the 
military Services and VA, promoting and informing best practice development, re- 
search, education, and training. The DCoE is designed to lead clinical efforts toward 
developing excellence in practice standards, training, outreach, and direct care for 
our military community with PH and TBI concerns. It also serves as a nexus for 
research planning and monitoring the research in this important area of knowledge. 
Functionally, the DCoE is engaged in several focus areas, including: 

• Mounting an anti-stigma campaign (the Army’s Mental Health Advisory 
Team 5 survey shows that stigma and fears of seeking help are being re- 
duced, but there is more to do); 

• Establishing effective outreach and educational initiatives; 

• Promulgating a tele-health network for clinical care, monitoring, support 
and follow-up; 

• Coordinating an overarching program of research including all DOD as- 
sets, academia and industry, focusing on near-term advances in protection, 
prevention, diagnosis, and treatment; 

• Providing training programs aimed at providers, line leaders, families, 
and community leaders; and 

• Designing and planning for the National Intrepid Center of Excellence 
(anticipated completion in fall 2009), a building that will be located on the 
Bethesda campus adjacent to the new Walter Reed National Military Med- 
ical Center. 

The fiscal year 2007 supplemental appropriation provided DOD $900 million in 
additional funds to make improvements to our PH and TBI systems of care and re- 
search. These funds are important to support, expand, improve, and transform our 
system and are being used to leverage change through optimal planning and execu- 
tion. The funds have been allocated and distributed in three phases to the Services 
for execution based on an overall strategic plan created by representatives from 
DOD and the Services with VA input. Of the $600 million operation and mainte- 
nance funds, $566 million (94 percent) has been distributed, including $315 million 
for PH and $251 million for TBI. The remaining balance is reserved for expansion 
of promising demonstration programs and for additional costs that emerge as the 
plans are executed. 


CARE MANAGEMENT 

To improve care management, the complexities between our two care manage- 
ment systems are being reduced through the Federal Recovery Coordination Pro- 
gram, which will identify and integrate care and services for the wounded, ill, and 
injured servicemember, veteran and their families through recovery, rehabilitation, 
and community reintegration. 

New comprehensive practices for better care, management, and transition are 
being implemented. These efforts include responses to requirements of the NDAA 
2008 regarding the improvements to care, management, and transition of recovering 
servicemembers. Progress is being made toward an integrated continuity of quality 
care and service delivery with inter-Service, interagency, intergovernmental, public 
and private collaboration for care, management and transition, and the associated 
training, tracking, and accountability for this care. Our efforts include important re- 
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forms such as uniform training for medical and non-medical care/case managers and 
recovery coordinators, and a single tracking system and a comprehensive recovery 
plan for the seriously injured. 

The joint FRCP trains and deploys Federal Recovery Coordinators (FRCs) to sup- 
port medical and non-medical care/case managers in the care, management, and 
transitioning of seriously wounded, ill, and injured servicemembers, veterans and 
their families. The FRCP will develop and implement web-based tools, including a 
Federal Individual Recovery Plan (FIRP) and a National Resource Directory for all 
care providers and the general public to identify and deliver the full range of med- 
ical and non-medical services. To date, the Departments have: 

• Hired, trained, and placed eight FRCs at three of our busiest MTFs as 
recommended by the Dole/Shalala Commission. Additional FRCs will be 
hired as needed beginning in May; 

• Developed a prototype of the FIRP as recommended by the Dole/Shalala 
Commission; and 

• Produced educational/informational materials for FRCs, Multi-Discipli- 
nary Teams, and servicemembers, veterans, families, and caregivers. 

We are also in the process of: 

• Developing a prototype of the National Resource Directory in partnership 
with Federal, State, and local governments and the private/voluntary sec- 
tor, with public launch this summer; 

• Producing a Family Handbook in partnership with relevant DOD/VA of- 
fices; 

• Identifying workloads and waiver procedures for medical case/care man- 
agers, non-medical care managers, and FRCs; and 

• Developing demonstration projects with States such as California for the 
seamless reintegration of veterans into local communities. 

DATA SHARING BETWEEN DEPARTMENTS OF DEFENSE AND VETERANS AFFAIRS 

Steps have been taken to improve the sharing of medical information between our 
Departments to develop a seamless health information system. Our long-term goal 
is to ensure appropriate beneficiary and medical information is visible, accessible, 
and understandable through secure and interoperable information technology. The 
SOC has approved initiatives to ensure health and administrative data are made 
available and are viewable by both agencies. DOD and the VA are securely sharing 
more electronic health information than at any time in the past. In addition to the 
outpatient prescription data, outpatient and inpatient laboratory and radiology re- 
ports, and allergy information, access to provider/clinical notes, problem lists, and 
theater health data have recently been added. In December 2007, DOD began mak- 
ing inpatient discharge summary data from Landstuhl Regional Medical Center im- 
mediately available to VA facilities. The plan for information technology support of 
a recovery plan for use by FRCs was approved in November 2007. A single web por- 
tal to support the needs of wounded, ill, or injured servicemembers, commonly re- 
ferred to as the eBenefits Web Portal, is planned based on the VA’s successful eVet 
website. 


MEDICAL FACILITIES INSPECTION STANDARDS 

Progress has been made to ensure our wounded warriors are properly housed in 
appropriate facilities. Using the comprehensive Inspection Standards, all 475 mili- 
tary MTFs were inspected and found to be in compliance although deferred mainte- 
nance and upgrades were cited. The Services are continuing an aggressive inspec- 
tion of MTFs on an annual basis to ensure continued compliance, identify mainte- 
nance requirements, and sustain a world-class environment for medical care. In the 
event a deficiency is identified, the commander of the facility will submit to the Sec- 
retary of the Military Department a detailed plan to correct the deficiency, and the 
commander will periodically reinspect the facility until the deficiency is corrected. 

All housing units for our wounded warriors have also been inspected and deter- 
mined to meet applicable quality standards. The Services recognize that existing 
temporary medical hold housing is an interim solution and have submitted fiscal 
year 2008 military construction budgets to start building appropriate housing com- 
plexes adjacent to MTFs. They will also implement periodic and comprehensive fol- 
low-up programs using surveys, interviews, focus groups, and town-hall meetings to 
learn how to improve housing and related amenities and services. 
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TRANSITION ISSUES/PAY AND BENEFITS 

Servicemembers transitioning from military to civilian life can also benefit from 
a collaborative effort between DOD and the Department of Labor (DoL). The DoL 
Pre-Separation Guide, which informs servicemembers and their families of available 
transition assistance services and benefits, is now available at http:// 
www.TurboTAP.org. 

Another resource tool for transitioning servicemembers is the expanded Small 
Business Administration’s Patriot Express Loan program. The Patriot Express Loan 
offers a lower interest rate and an accelerated processing time. Loans are available 
for up to $500,000 and can be used by wounded warriors for most business pur- 
poses. DOD has also expanded Wounded Warrior Pay Entitlement information on 
the Defense Finance and Accounting Service (DFAS) website and other organiza- 
tions have linked to the website; in July 2007, the DFAS posted an easily under- 
stood decision matrix on eligibility for Combat-Related Injury Rehabilitation Pay 
(CIP) which allows wounded warriors to determine their eligibility for CIP on the 
website. Additionally, through use of streamlined debt management procedures, 
DFAS remitted, canceled, or waived debts for over 14,126 wounded warrior accounts 
totaling approximately $13.17 million as of January 29, 2008. 

DOD and the VA have shared information concerning Traumatic Injury Service- 
members Group Life Insurance (TSGLI) and implemented plans replicating best 
practices. The Army is now placing subject-matter experts at MTFs to provide direct 
support of the TSGLI application process and improve processing time and TSGLI 
payment rates. The VA Insurance provider’s payment time, upon receipt of a cer- 
tified claim from the branch of Service, averages between 2 and 4 days. DOD has 
been successful using congressional authority from the NDAA allowing continuation 
of deployment related pays for those recovering in the hospital after injury or illness 
in the combat zone. This ensures no reduction in deployment pays while the 
servicemember is recovering. 

We are creating a compensation/benefits website and handbook that will help 
servicemembers and veterans make informed decisions about their futures. The VA 
has just commissioned two studies to implement the recommendations of the Dole/ 
Shalala Commission. The first study will evaluate the levels and duration of transi- 
tion benefit payments to assist veterans and their families while they are in a voca- 
tional rehabilitation program. The second study will develop recommendations for 
creating a schedule for rating veterans’ disabilities based upon current concepts of 
medicine and disability, taking into account the loss of quality of life and loss of 
earnings resulting from service-connected disabilities. Results of the study will to 
be provided to the VA by August 2008. 

CONCLUSION 

The SOC and its Overarching Integrated Product Team continue to work dili- 
gently to resolve the many outstanding issues while aggressively implementing the 
recommendations of Dole/Shalala, the NDAA, and the various aforementioned task 
forces and commissions. These efforts will expand in the future to include the rec- 
ommendations of the DOD Inspector General’s report on DOD/VA Interagency Care 
Transition, which is due shortly. 

One of the most significant recommendations from the task forces and commis- 
sions is the shift in the fundamental responsibilities of the DOD and VA. The core 
recommendation of the Dole/Shalala Commission centers on the concept of taking 
the DOD out of the disability rating business so that DOD can focus on the fit or 
unfit determination, streamlining the transition from servicemember to veteran. 

While we are pleased with the quality of effort and progress made, we fully under- 
stand that there is much more to do. We also believe that the greatest improvement 
to the long-term care and support of America’s wounded warriors and veterans will 
come from enactment of the provisions recommended by Dole/Shalala. We have, 
thus, positioned ourselves to implement these provisions and continue our progress 
in providing world-class support to our warriors and veterans while allowing our 
two Departments to focus on our respective core missions. Our dedicated, selfless 
servicemembers, veterans, and their families deserve the very best, and we pledge 
to give our very best during their recovery, rehabilitation, and return to the society 
they defend. 

Chairman Levin, Senator McCain, and members of the committee, thank you 
again for your generous support of our wounded, ill, and injured servicemembers, 
veterans and their families. We look forward to your questions. 

Chairman Levin. Thank you, Secretary Mansfield. 

Secretary Chu? 
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STATEMENT OF HON. DAVID S.C. CHU, UNDER SECRETARY OF 
DEFENSE FOR PERSONNEL AND READINESS 

Dr. Chu. Mr. Chairman, I thank you for the opportunity to rep- 
resent the DOD this morning. Again I convey Secretary England’s 
apologies that he could not be here. He very much looked forward 
to this session and asked that I present his planned opening re- 
marks. He does have a statement for the record which I hope you 
will accept. 

Chairman Levin. We will. 

Dr. Chu. It is indeed a great privilege to join Gordon Mansfield, 
who has been our strong partner in the SOC that he described and 
in the JEC established earlier. The two Departments have worked 
very closely, as he has outlined, and strengthened thereby the ties 
between the two Cabinet agencies so that we can indeed provide 
veterans the support that they deserve. 

Gordon Mansfield has summarized the lines of action, the eight 
lines of action that are the mechanism through which the SOC ex- 
ercises its responsibilities. These lines of action are jointly staffed, 
co-chaired by personnel from DOD and the VA, and have created 
a very strong partnership between the two agencies. They have 
succeeded in accomplishing a great deal in a short period of time. 
We have, as Gordon Mansfield reported, appointed the first Federal 
response coordinators. We have the disability evaluation pilot un- 
derway and 120 people are in various stages of evaluation in that 
pilot system. We have established the Center for Psychological 
Health and Traumatic Brain Injury. We are, I believe, on track to 
completing by the end of this year a set of software changes that 
will allow existing electronic data to be shared between the two 
agencies, which I know has long been a subject of great concern to 
all. 

We have proposed to Congress and we hope Congress will sup- 
port an accelerated and enhanced set of changes at the new Walter 
Reed campus in Bethesda, where the Naval Hospital is currently 
located. 

We have benefited in these decisions from the studies that were 
done earlier and, of course, from the actions of Congress. In the 
earlier studies there are over 400 recommendations offered to the 
Department, over 300 on the subjects of PTSD and TBI alone. 

While a great deal has been done, we recognize that we are not 
finished. These lines of actions will be adding to their agendas, par- 
ticularly with the additional instruction of Congress in the Na- 
tional Defense Authorization Act for Fiscal Year 2008. We meet as 
necessary to accomplish these goals. 

Secretary England asked that I underscore that he and Gordon 
Mansfield and their respective teams are completely dedicated to 
resolving all the issues between the two Departments and to put- 
ting the long-term care of the men and women in uniform where 
it should be. We view this as a partnership between the two De- 
partments and a partnership with Congress, the caregivers within 
our Departments, and with other agencies of the Federal Govern- 
ment, as well as agencies at the State and local level. 

Secretary England did ask that I underscore one other issue 
which you raised, Mr. Chairman, and Secretary Mansfield touched 
on in his opening statement. That is, we do hope Congress, in fu- 
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ture legislation, will address a central issue raised in the Dole- 
Shalala proposal, and that is a new and different disability com- 
pensation system for our veterans, one that would more sharply de- 
lineate the responsibilities of the respective Departments, focusing 
DOD on the key military question of fitness to serve and focusing 
the VA on the question of support for those who cannot. 

I am joined this morning by Secretary Geren and General 
Schoomaker, who will be ready to provide details on the progress 
the Army has made in its specific efforts to care for the Army’s 
wounded personnel. 

Thank you for this opportunity and I look forward to your ques- 
tions. 

Chairman Levin. Thank you, Secretary Chu. 

Secretary Geren? 

STATEMENT OF HON. PRESTON M. GEREN III, SECRETARY OF 

THE ARMY 

Secretary Geren. Thank you, Mr. Chairman. Chairman Levin, 
Senator Warner, and members of the committee: Thank you for 
providing General Schoomaker and I the opportunity to come be- 
fore your committee today and talk about the progress that has 
been made over the past year. I’d also like to thank every one of 
you for your unwavering support of soldiers, families, and our 
United States Army. Our Congress and particularly this committee 
are full partners in building the Army that we have today. 

I also want to thank you for your Wounded Warrior Act and the 
initiatives, which you included in last year’s authorization bill. You 
included initiatives that will help soldiers; initiatives that will help 
families; and you also provided the flexibility so that the Army 
could continue to meet the dynamic challenges in our modern 
health care world, and we appreciate that. We thank you for that 
partnership in your legislation and the partnership over this last 
year. 

Twelve months ago almost to the day, the Washington Post ran 
their story on the shameful conditions at Walter Reed. The report 
sparked outrage across our Nation, but nowhere more so than 
among the ranks of soldiers and veterans, nowhere equal to the 
outrage, the rage felt by soldiers. Soldiers take care of soldiers. Sol- 
diers give their lives and limbs for each other. Strip away every- 
thing else and at its core that is what the Army is all about: Sol- 
diers taking care of soldiers. 

When soldiers learned that some of their own had violated their 
duty to our wounded, they demanded action and stepped up and 
took action. Today, 12 months later, we are a better Army, with 
good news to report to this committee, because of the good work 
and hard work of soldiers, but with the acknowledgment that there 
remains much to do. 

Mr. Chairman, I’d like to ask you if I could introduce four of the 
soldiers who have been great leaders in this effort over the past 
year who have joined us today. 

Chairman Levin. We’d be honored to have you do that. 

Secretary Geren. Thank you, Mr. Chairman. 

Colonel Terry McKendrick, who is Brigade Commander at Walter 
Reed — Terry, would you please stand up — his Command Sergeant 
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Major Jeff Hartless; Company Commander Major Steve Gominter; 
and his First Sergeant, Matthew Dewsberry. They’ve done an out- 
standing job and deserve a great deal of credit for their leadership. 
[Applause.] 

Chairman Levin. Thank you, Secretary Geren, for introducing to 
us these great soldiers. Again, we’re honored to be in their pres- 
ence. 

Secretary Geren. Thank you, Mr. Chairman. 

The Army, the DOD, and the VA, and Congress’ response has 
gone well beyond the problems identified in the Washington Post 
series of articles. We all realized that we had an opportunity not 
to just fix the problems highlighted in the articles, but transform 
our health care and disability system to better meet the needs of 
those who have borne the battle — our wounded, ill, and injured, 
and better support their families. 

It is an opportunity to do something big, complicated, and impor- 
tant that does not come along very often, and together we’ve made 
progress, and we thank you for that partnership. 

Today Lieutenant General Schoomaker and I will discuss the 
progress the Army has made and join this panel in discussing the 
progress the DOD has made working with Congress and particu- 
larly with this committee, and identify areas that we must con- 
tinue to improve. 

A year ago, outpatient care in the Army was called medical hold 
for Active Duty and medical holdover for Reserve components. The 
names themselves, “hold” and “holdover,” and the fact that there 
were two systems give you a good sense of the problems that un- 
derlay the Army system. A year later, the Army has completely 
transformed outpatient care. The old system, with fragmented lead- 
ership, that was not staffed, resourced, nor organized to meet even 
the pre-September 11 needs of outpatient soldiers, was over- 
whelmed by the increase in patients that came with the casualties 
of war. Preexisting seams were stretched and snapped by the surge 
in wounded, ill, and injured. The Guard and Reserve were orga- 
nized separately from the Active Force, with a widely held percep- 
tion, if not the reality, of different standards of care. Mental health 
issues had not received the attention nor the resources they re- 
quired, leaving the needs of many soldiers and family members 
unmet. 

Today, there are no more hold or holdover units. In their place, 
we have our wounded warriors in 35 WTUs located at major posts 
in CONUS and abroad, Active, Guard, and Reserve together, one 
Army. 

The care and support of our soldiers in our WTUs is driven by 
a mission statement, with leadership, officer and NCO, organized 
in support of that mission, with a triad of care, the squad leader, 
the nurse case manager, and the primary care manager, supporting 
every wounded, injured, and ill soldier. 

Our soldiers in the WTUs are being moved into the best barracks 
on the post and over the last 8 months nearly 2,500 personnel have 
been added to Medical Command to support our wounded warriors. 
Every WTU today has an ombudsman and now 33 and soon all of 
our WTUs will have a Soldier Family Assistance Center, bringing 
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dispersed family services together into a one-stop shop for soldiers 
and families. 

In mental health care, the Army, working with our sister Serv- 
ices, OSD, and the VA, and with strong leadership and support 
from Congress, has made investments in personnel, infrastructure, 
and programs to care for soldiers who suffer from TBI, PTSD, and 
other mental and emotional illnesses, and help their families with 
the challenges of supporting their soldiers suffering from these in- 
visible wounds of war, with much left to do in this area. 

In the Army, we’re teaching every one of our one million soldiers 
how to identify symptoms of PTSD and TBI and how and where to 
go to get help. Every soldier is required to take that class. So far, 
800,000 soldiers have received the training, and the program is 
available to families. It is good substantive training, but, perhaps 
more importantly, it is a major step forward in reducing the stigma 
associated with mental health care. 

We’re seeking to hire over 300 additional mental health profes- 
sionals to meet the needs of soldiers and families, adults and chil- 
dren. We are short of this goal and face a challenging market for 
the people we need. The direct hire authority that you provided to 
us in your authorization bill is a big help, but we’re not where we 
need to be in this area. We’ve initiated a comprehensive approach 
to prevent the tragedy of suicide among our soldiers, recognizing 
we have far to go to stem this growing challenge among our ranks, 
much to learn and much to do. 

Cooperation between the DOD, OSD, and our sister Services and 
the VA is strong and you will hear today about much of the 
progress that’s been made. 

Senator Levin and Senator Sessions, thank you for acknowl- 
edging the extraordinary work of our Army’s health care profes- 
sionals. They are selfless men and women who are the very best 
at what they do. 

In stark contrast to the shortcomings identified in the Post arti- 
cle are the almost miraculous recent advances in battlefield medi- 
cine, trauma care, and rehabilitation, much of which has been ac- 
complished by the medical professionals and staff at Walter Reed 
and elsewhere in the Army system. Survival rates for soldiers 
wounded in combat are unprecedented, 94 percent, the highest in 
the history of warfare. Soldiers are surviving and recovering from 
wounds that would have been fatal in any other era and in any 
other health care system, thanks to the service men and women in 
military medicine, the Army, and our sister Services. 

Throughout the Army, we have leaders, officers, and NCOs, uni- 
formed and civilian, committed to taking care of soldiers and fami- 
lies, demanding the best for our wounded, ill, and injured and their 
families. Because of that, our report today is one of progress, but 
it is not and probably never will be a report of mission accom- 
plished. 

February 18, 2007, was a day our Army will not forget, a painful 
day, a shameful day for a proud institution, a band of brothers and 
sisters who look out for each other, who take care of each other, 
no matter the personal cost. The Washington Post helped us see 
something that we had overlooked and because of that Washington 
Post story we are a better Army today than we were a year ago, 
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and we remain committed to continuing to improve our care and 
support of our wounded, our ill, and our injured soldiers and our 
families. 

Mr. Chairman, members of the committee, thank you all for the 
opportunity to appear today. I look forward to answering your 
questions. 

[The prepared statement of Secretary Geren follows:] 

Prepared Statement by Hon. Pete Geren 

Chairman Levin, Senator McCain, and distinguished members of the Senate 
Armed Services Committee, I want to thank you for inviting LTG Eric Schoomaker 
and me to appear before you today. We are pleased to have the opportunity to dis- 
cuss with you how we are transforming the way we care for our wounded, ill, and 
injured warriors. 

I’d also like to thank all of you for your unwavering support of our soldiers and 
families. I know they appreciate your ongoing efforts to provide them with the ways 
and means to accomplish their mission and to improve their quality of life. Congress 
has been a valued partner in creating the remarkable Army we have today. Thank 
you for the initiatives you included in National Defense Authorization Act (NDAA) 
2008 to improve health care for our wounded, ill, and injured soldiers. 

The problems identified by the Washington Post were centered in our medical 
hold and medical holdover populations, the outpatient care of our wounded, ill, and 
injured soldiers — they experienced poor facilities, leadership challenges, and an en- 
trenched bureaucracy; however, the improvements we will discuss today go well be- 
yond addressing the shortcomings identified in those articles. 

In stark contrast to the shortcomings identified in the Washington Post are the 
phenomenal advances in lifesaving battlefield medicine and overall trauma care, 
much of which has been accomplished through the efforts of the extraordinary med- 
ical professionals at Walter Reed. Survival rates for soldiers wounded in combat are 
unprecedented. In the Vietnam War, it took 21 days to evacuate a soldier from the- 
ater. In Iraq we routinely evacuate a soldier within 36 hours. Improvements such 
as the Joint Theater Trauma System, state-of-the-art evacuation system, improved 
body armor and battlefield equipment such as the one-handed tourniquet mean 
that, today, more than 90 percent of those wounded in Iraq and Afghanistan sur- 
vive, making this the highest survival rate in the history of warfare. We have the 
best medical specialists, doctors, and nurses in the history of the Army, and many 
non-medical soldiers are skilled emergency medical technicians or combat lifesavers. 

The soldier outpatients at Walter Reed who were highlighted in the Washington 
Post were housed in inadequate facilities, experienced a failure of leadership, and 
were caught in an unresponsive bureaucracy. The Physical Disability Evaluation 
System (PDES) was cumbersome and did not allow this increasing number of pa- 
tients to efficiently move through the system. This put a burden on Walter Reed 
that it was not prepared to handle. 

As an Army, we pledge never to leave a fallen comrade — that means on the battle- 
field, in the hospital, in the outpatient clinic, or over a lifetime of dependency. We 
broke that pledge, and we have paid a price for that. I am pleased to report, how- 
ever, that the Army has made and continues to make significant improvements in 
the areas of infrastructure, leadership, and processes as part of our Army Medical 
Action Plan (AMAP). 

First, wounded, ill, and injured soldiers — Active, Guard, and Reserve — have been 
organized into 35 military units under the command and control of the medical 
treatment facility commander. The new Warrior Transition Units (WTUs) focus sole- 
ly on the care of their soldiers. All 35 of our WTUs are now at full operational capa- 
bility. 

Second, we’ve given the soldiers in the WTUs a mission that is codified in the 
Wounded Warrior Mission Statement: 

“I am a Warrior in Transition. My job is to heal as I transition back to 
duty or become a productive, responsible citizen in society.” 

This is not a status, but a mission. 

“I will succeed in this mission because I am a warrior.” 

Third, every soldier in the WTUs is supported by a triad of care, a primary care 
manager who is a physican, a nurse case manager, and a squad leader. 

We’ve assigned 1 squad ieader for every 12 soldiers, 1 primary care manager for 
every 200 soldiers, and 1 nurse case manager for every 18 or 36 soldiers depending 
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on the medical complexity of the unit. Each unit also has a dedicated ombudsman 
who reaches out to soldiers and families as an extra resource and problem-solver. 

Fourth, we’ve established Soldier and Family Assistance Centers (SFACs) at med- 
ical centers and treatment facilities across the Army to replace the old system that 
had family services scattered across multiple locations. These are “one-stop shops” 
where soldiers and families can get information and help with services from help 
with entitlements, to benefits, to finances. 

Fifth, we created a 24/7 hotline that provides Warriors in Transition and their 
families 24-hour access to information and assistance. The Army has responded to 
over 7,000 calls on the hotline. 

Sixth, we created a new leadership position for warrior care, the Assistant Sur- 
geon General for Warrior Care and Transition, currently held by BG Mike Tucker. 
He is our designated “bureaucracy buster.” His role is to facilitate immediate and 
sustained assistance to our wounded, ill, and injured soldiers and their families. 
Under BG Tucker’s leadership, and with the active assistance of many other sol- 
diers, leaders, and Army civilians, we have made substantial progress in cutting the 
red tape. Some of the many substantive changes we have made since February 2007 
include: 

• Continuing Combat-Related Injury Pay while soldiers are assigned to the 
WTU or Community-Based Health Care Organization. 

• Created a special duty pay for our WTU noncommissioned leaders (squad 
leaders and platoon sergeants). 

• Preference for wounded soldiers for their location of care within con- 
straints of facility capabilities. 

• Providing wounded soldiers top priority in housing. 

• Authorized Permanent Changes of Station for Warrior in Transition fami- 
lies. 

• Reduced paper work for Army PDES processing. 

• Expanded the 14-day window to 90 days for a soldiers to transition to the 
Department of Veterans Affairs (VA) after disability determination by the 
Army. 

• Provided free internet, phone, and cable TV to WTU barracks. 

• Colocated VA Advisors at Army hospitals and facilities. 

• Expanded VA access to Army soldier medical records. 

We are developing Comprehensive Care Plans for each soldier in the WTU that 
set the conditions for the soldiers to achieve a successful return to duty or a success- 
ful transition to civilian life. We have worked with the National Rehabilitation Hos- 
pital on this effort to leverage best practices from the private sector. 

We’ve initiated a Post Traumatic Stress Disorder (PTSD) and Traumatic Brain In- 
jury (TBI) education program for every soldier in the Army. This program is de- 
signed to not only educate and assist soldiers in recognizing, preventing, and treat- 
ing these conditions, but also to erase the stigma associated with these injuries. We 
also provide similar training to family members. Over 800,000 soldiers have re- 
ceived training since August 2007. We have also completed specialized PTSD/TBI 
training for social work personnel, nurse case managers, and psychiatric nurse prac- 
titioners. 

To assist with the identification of TBI, we have initiated a baseline cognitive 
testing program. So far, 40,000 soldiers were tested predeployment. By July 2008, 
every soldier will receive a baseline test before deployment. 

An experimental helmet sensor has been developed that will record impacts to the 
head. Over 1,145 of these helmet sensors are in use in theater today. 

Behavioral health care is a critical area of emphasis for Army leaders at every 
level. I would like to highlight a number of mental health initiatives. We are: 

• Hiring over 300 new mental health hiring actions, even in the face of na- 
tional shortages of health care providers. 

• Expanding the “Battlemind” training program that educates soldiers and 
families about deployment-related behavioral health concerns. 

• Providing access to confidential mental health counseling for soldiers and 
their family members. 

I also want to highlight the U.S. Army Wounded Warrior (AW2) Program, which 
assists and advocates for severely wounded, ill, or injured soldiers and their families 
throughout their lifetimes, wherever they are located. AW2 currently serves more 
than 2,300 soldiers, 600 on active duty, and 1,700 veterans. AW2 Program case- 
workers work with soldiers and their families to proactively address and mitigate 
issues they encounter in their recovery. AW2 provides unique services to the most 
severely disabled including: 
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• Helping wounded soldiers remain in the Army by educating them on 
their options and assisting them in the application process. 

• Assisting soldiers with future career plans and employment opportunities 
beyond their Army careers. 

• Supporting soldiers and families with a staff of subject matter experts 
proficient in non-medical benefits for wounded soldiers. 

Finally, we have improved the ways we “listen” to the needs of our wounded sol- 
diers and their families and monitor the quality of care and support we provide to 
our soldiers. We are using third party-surveys and input from more than 18 internal 
and external sources. 

Our surveys show that soldiers and their families continue to have questions 
about the PDES, but they have seen improvements in soldiers’ assessment of the 
care and leadership provided by the WTUs. 

We will continue to fine-tune feedback mechanisms that provide us with multiple 
perspectives from which to see ourselves. Examples of those things we measure are: 

• Access to care 

• Appointment “no show” rate 

• “Leader to led” ratios 

• Satisfaction survey results 

• Medical Evaluation Board (MEB ) processing timeliness 

• Awards 

• Uniform Code of Military Justice actions 

• Status of cadre training 

• Living conditions 

General Casey and I also recently directed the Surgeon General to establish a 
Tiger Team to examine the soldier deaths that have occurred in WTUs. The Tiger 
Team presented an interim report this week and will continue to work to address 
this issue. 

We are working to reform the current PDES. We have reduced the amount of pa- 
perwork soldiers are required to complete. The assignment of additional Staff Judge 
Advocates to provide legal advice to soldiers undergoing the PDES process has re- 
duced formal Disability Evaluation board requests. We have also instituted stand- 
ardized training and certification for the Physical Evaluation Board Liaison Officers 
that support our soldiers. 

We have provided soldiers and their families interactive access to their MEB and 
Physical Evaluation Board (PEB), eliminating the need for appointments to review 
the paperwork and reducing the uncertainty that can plague the process. MEB and 
PEB review can now be done via secure Internet on Army Knowledge Online. We 
have increased the MEB staff so that staff-to-case ratios have dropped from 1:80 to 
a more effective 1:30 ratio. Finally, we are working with DOD on a PDES pilot 
study currently ongoing at Walter Reed. 

The events of the last year have led to a strengthened partnership between the 
DOD and the VA. The senior leaders of both departments meet regularly as part 
of the Senior Oversight Committee (SOC). We are working together to provide a 
seamless transition for our soldiers from the DOD disability system either back to 
service in the Army or to a productive life as a veteran. 

The SOC has directed the following: 

• Establish a single, comprehensive, standardized medical exam for all 
wounded soldiers; 

• Update the VA rating disabilities schedule to include TBI; and 

• Establish a TBI/PTSD Center of Excellence. 

In close coordination with the VA, the Army has executed the following actions: 

• Added 16 VA liaison officers at major medical treatment facilities, 

• Provided VA access to DOD medical records and databases as needed, 

• Instituted a Federal Recovery Coordinator at Walter Reed and Brooke 
Army Medical Centers (a SOC initiative), 

• Exchanged senior leaders with the VA, and 

• Entered into an agreement with the VA governing coordination between 
VA benefits advisors and personnel at Army installations. 

CONCLUSION 

President Lincoln pledged our Nation to care for those who shall have borne the 
battle, their widows, — and now, widowers — and orphans. Working together, we must 
maintain that pledge not with words, but with deeds. 

Before I close I want to note that two brigades’ worth of wounded, ill, and injured 
soldiers are returning to the force every year. Greater than 65 percent of all wound- 
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ed, injured, or ill soldiers return to duty. About 27,000 of our soldiers have returned 
to the force since 2001, and 88 percent of these soldiers are noncommissioned offi- 
cers, the backbone of your Army. 

I want to thank the committee for supporting the improvements that we have 
been able to make under the AMAP and for the flexibility built into the recently 
passed NDAA. The provisions you carried forward from the Dignified Treatment of 
Wounded Warriors Act will help soldiers in critical areas such as TBI/PTSD treat- 
ment and research, expanded mental health care, and DOD/VA disability reform. 
Working together, we have made significant progress but several steps remain in- 
complete. The Army’s ability to process wounded warriors would be improved if it 
were allowed to focus on fitness for duty and let the VA focus on disability deter- 
mination and compensation. This is a key and critical provision of the Dole/Shalala 
recommendations. 

Again, thank you for inviting me to testify. I look forward to your questions. 

Chairman Levin. Thank you, Secretary Geren. That was a very 
important statement and a very moving statement. Thank you for 
the preparation of it and for delivering it the way you did. 

General Schoomaker? 

STATEMENT OF LTG ERIC B. SCHOOMAKER, USA, SURGEON 

GENERAL OF THE ARMY AND COMMANDER, U.S. ARMY MED- 
ICAL COMMAND 

General Schoomaker. Chairman Levin, distinguished members 
of the committee: Thank you for the opportunity to discuss the 
total transformation that the Army is undergoing in the way we 
care for soldiers and their families. We are committed to getting 
this right and providing a level of care and support to our warriors 
and their families that is equal to the quality of their service. 

Secretary Geren has eloquently expressed this transformation in 
his testimony. The Secretary, the Chief of Staff of the Army, and 
the rest of the Army leadership are all actively involved with every 
stage of the AMAP, which you, sir, alluded to in your opening com- 
ments, and to the transformation it embodies. In less than 1 year, 
the Army has funded, staffed, and written doctrine for a funda- 
mental change in warrior care, a truly remarkable achievement. 

For example, as Secretary Geren mentioned, we now have more 
than 2,500 soldier leaders assigned as cadre to 35 WTUs that did 
not exist this time last February. This contrasts with fewer than 
400 cadre for the same group of patients last February. 

The most significant feature of these WTUs is this triad of care 
that has been alluded to, consisting of a primary care physician, a 
nurse case manager, and a squad leader working together to care 
for the needs of each individual. The regular meetings and the co- 
ordination between each leg of the triad serves to create a web of 
overlapping responsibility and accountability which embraces each 
warrior for the duration of the treatment and recovery. 

Our squad leaders, many of them combat arms soldiers and 
former patients — two of the officers that you were introduced to 
earlier have been patients at Walter Reed and have been combat 
injured — are trained and responsible for the well-being of a small 
group of warriors in transition, just as any Army unit. These sol- 
diers that you met just a minute ago are four combat-tested leaders 
and they spend their days at Walter Reed looking out for the best 
interests of the wounded, ill, and injured soldiers. They really are 
the backbone of the AMAP. 
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Sir, with your permission I’d like to introduce two of my battle 
buddies in putting together this plan. I’d ask Brigadier General 
Mike Tucker and Colonel Jimmie Keenan just to stand up. These 
are two of the principal architects of the AMAP. Mike is a career 
armor officer. We took him out of the armor school at Fort Knox. 
Jimmie Keenan is a career Nurse Corps officer, and they truly are 
the architects and executors of the AMAP. We couldn’t have done 
it without them. [Applause.] 

Chairman Levin. Thank you for introducing them. Thank you for 
your service. 

General Schoomaker. Another example of the difference be- 
tween today and last year: One year ago, our wounded, ill, and in- 
jured soldiers believed that their complaints were falling on deaf 
ears within the Army. Now we’ve established a MEDCOM-wide 
ombudsman program with ombudsmen at 26 of our installations 
and we’re hiring more each week. Everyone at our medical treat- 
ment facilities knows who the ombudsman is and how to find him 
or her. Many are retired NCOs and officers with experience in 
medical care. They work outside of the local chain of command, but 
they have direct lines to the hospital commander, the installation 
commander, and the garrison commander to get problems fixed. 

We’ve also established a 1-800 wounded soldier and family hot- 
line that’s outlined on this card that every soldier and family car- 
ries, in order to offer wounded, ill, and injured soldiers and their 
family members a way to share concerns on any aspect of their 
care or administrative support. We respond to these inquiries with- 
in 24 hours of the call. So far we’ve received in excess of 7,000 
calls. 

Another improvement in the care of soldiers over the last year 
is the development of multiple feedback mechanisms so that we can 
see ourselves from a variety of perspectives. I think this is a lesson 
that we learned last year. We monitor and evaluate our perform- 
ance through 18 internal and external means, including the om- 
budsman and the hotline that I addressed earlier. But we also have 
a contracted industry leader in patient surveys that we look at very 
carefully. 

In addition, we host numerous visits from Members of Congress 
and your staffs. In January alone we opened our WTU doors to 
more than a dozen congressional visits. These visits give us a val- 
ued external perspective and allow us the opportunity to be as open 
and transparent in our operations as possible. Your feedback and 
the feedback of your staffs on these visits has been instrumental 
in our success. 

As you well know, despite these successes, there’s much progress 
still to be made. We still need more research on psychological 
health and TBI. Congress jumpstarted us last year with supple- 
mental funding, for which we are very grateful, but research must 
be a continuing priority effort. 

We need to continue to look at the disability, the physical dis- 
ability evaluation system (PDES) and ways to make it less antago- 
nistic, more user-friendly, and more understandable to the soldiers 
and their families. I believe the pilot program that started in the 
National Capital Region is a good start, but, as each one of the 
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members of the panel have mentioned, we’d like to see changes 
made in the PDES made legislatively as aggressively as possible. 

We need your continued support so that we can move forward to- 
gether in 2008 much as we did in 2007. This year’s National De- 
fense Authorization Act was very consistent with how the Army is 
approaching wounded warrior matters. I truly appreciate the flexi- 
bility you have provided us to develop policies and achieve solu- 
tions. Your bill not only helps warriors, it helps families, it helps 
the health care providers caring for them. Thank you for taking the 
time to listen to us and to work with us. 

The Army’s unwavering commitment — a key element of the war- 
rior ethos is that we never leave a soldier behind on a battlefield 
or lost in a bureaucracy here at home. We are doing a better job 
of honoring that commitment today than we were on this day last 
year. In February 2009 I want to report back to you that we’ve 
achieved a similar level of progress as we did over the last year. 
I’m proud of Army medicine’s efforts over the past 232 years and 
especially over the last 12 months. I’m convinced that, in coordina- 
tion with the DOD, VA, and Congress, we have turned the corner. 

Thank you for holding this hearing and thank you for your con- 
tinued support of the warriors that we are so honored to serve. I 
truly look forward to your questions. 

[The prepared statement of General Schoomaker follows:] 

Prepared Statement by LTG Eric B. Schoomaker, USA 

Chairman Levin, Senator McCain, and distinguished members of the committee, 
thank you for the opportunity to discuss the total transformation the Army is under- 
going in the way we care for soldiers and families. We are committed to getting this 
right and providing a level of care and support to our warriors and families that 
is equal to the quality of their service. 

Secretary Geren eloquently expresses this transformation in his testimony. The 
Secretary, the Chief of Staff of the Army, and the rest of the Army leadership are 
all actively involved with every stage of the Army Medical Action Plan (AMAP) and 
the transformation it embodies. Senior Army leadership has made it very clear that 
they are in lock step with the following statement by Secretary of Defense Gates, 
“Apart from the war itself, this department and I have no higher priority.” 

What I would like to highlight for you today are some of the tangible impacts of 
the transformed system explained by Secretary Geren. In doing this, I would first 
point out that, in some aspects, the concerns reported at Walter Reed Army Medical 
Center (WRAMC) were an unintended consequence of the extraordinary success of 
modern battlefield medicine. Thanks to improvements such as the Joint Theater 
Trauma System, state-of-the-art evacuation system and improved body armor, over 
90 percent of those wounded in Iraq and Afghanistan survive, making this the high- 
est survival rate in the history of warfare. As a result, there are many more wound- 
ed soldiers with complex injuries struggling to recover than in any previous war. 
In today’s highly motivated All-Volunteer Army, this translates to an unprecedented 
number of soldiers determined to rejoin their units or to transition back to their 
communities as proud and productive veterans. 

At WRAMC, where soldiers are able to participate in the center’s state-of-the-art 
rehabilitation programs, the result has been a population of outpatients six times 
greater than this premier medical center was designed to handle. To tap this ex- 
traordinary determination, the framers of the AMAP realized the need to provide 
injured soldiers a mission of their own: to heal fully enough to transition back to 
duty or become a productive, responsible citizen in society. As a result, WRAMC and 
Army medicine have been reorganized to better enable soldiers and their families 
to accomplish this goal. 

The changes have made a lasting imprint on wounded soldiers and their families 
throughout this Nation. According to Major Steven Gventer, a soldier wounded in 
Iraq by a rocket propelled grenade round who is currently commanding one of the 
companies that make up the Warrior Transition Brigade at Walter Reed, the 
changes brought about as part of the AMAP “. . . did a great service to soldiers. 
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We have done everything possible for these soldiers and are continuing to get better 
every day.” 

There are now more than 2,400 individuals assigned as cadre to the 35 Warrior 
Transition Units compared to less than 400 as previously organized. These cadres 
are trained specifically for this mission and they truly know the wounded, ill, and 
injured soldiers and families for whom they provide care and support. They escort 
troops to meetings, act as their advocates, field their calls, and even pick up rel- 
atives at the airport. As Major Gventer puts it, “It’s a job that entails just about 
anything and everything that allows the Warrior in Transition to focus on his or 
her mission, which is to heal.” 

Most telling as to the progress we have made are observations like those of Army 
Captain Elvind Forseth, who suffered hand, arm, and eye damage when a roadside 
bomb hit his HMMWV in Mosul on January 4, 2005 and has been recovering since 
at Walter Reed. Captain Forseth states he has seen great changes, “It’s fantastic. 
This is the first time in a long time that I didn’t absolutely hate being in here.” 
Captain Forseth, 34, has submitted his paperwork for medical retirement and says 
the process is running smoothly. 

Staff Sergeant Michael Thornton is assigned to the Warrior Transition Battalion 
at Fort Sam Houston, TX. While serving with the 4th Infantry Division near Bagh- 
dad in September 2006, he sustained burns over 33 percent of his body when the 
vehicle he was traveling in hit a roadside bomb. He was transferred to what was 
then the Medical Hold Company to convalesce. In June 2007, the company to which 
he was assigned became a Warrior Transition Unit as the AMAP was implemented. 
Staff Sergeant Thornton states that, since then “Things flow more efficiently. It 
seems more organized. It’s good to have dedicated leadership who handle just our 
issues. In the past, some wounded soldiers were also serving as squad leaders at 
the Medical Hold Company. They had appointments too, so it’s better to have dedi- 
cated leadership. This is the best place I’ve seen in the Army. We have great docs 
and so many people who care about us. I’ve seen issues like a pay problem I had 
that was resolved with their help the same day. They go out of their way to take 
care of you and they’re good at it.” 

It has also been meaningful to see how the civilian health care community views 
the changes that we have made. One expert assessment was recently made by Wil- 
liam H. Craig, a civilian health care executive with 17 years experience who cur- 
rently serves as Vice-President of Clinical Support for Cook Children’s Medical Cen- 
ter in Fort Worth, TX. Mr. Craig spent a week with the Warrior Transition Brigade 
at WRAMC, viewing firsthand how the Army has improved the transition process 
for outpatient soldiers and to see if the Army’s way might have application in the 
civilian health care world. Mr. Craig’s observations include: 

“From a professional standpoint, I was most impressed with the Army’s 
organizational and leadership efforts through the Warrior Transition Bri- 
gade. The Army has taken a process-based approach to managing soldiers 
from the time they arrive at Walter Reed until they leave to return to duty 
or to civilian life. The Army developed a system through the Warrior Tran- 
sition Brigade that incorporates both daily people-management needs and 
medical care needs of the soldier into an organizational structure that 
brings significant improvement to the transition process. It is impressive to 
see an organization like the Army, which I have always perceived to be very 
command and control oriented in leadership style, actually be adaptive in 
its leadership style and incorporate a flexible approach based on the needs 
of this wounded soldier population.” 

Mr. Craig continues that, “While my experience in the health care industry has 
shown we do a good job of case managing on the inpatient side, it seems to me our 
systems for outpatient case management are not as well developed as the Army’s. 
When assessing the needs of their wounded soldier population, the Army developed 
a concept I believe complements the medical resources of an organization like Wal- 
ter Reed and effectively meets the soldier’s outpatient case management needs. This 
is referred to as the Triad of Care and incorporates three disciplines critical to man- 
aging the outpatient process once the soldier is discharged from inpatient status.” 

Mr. Craig concludes with, “My week at Walter Reed with the Warrior Transition 
Brigade proved a point I have experienced many times in my career: if you give an 
organization the right level of resources combined with the right people to lead and 
execute, it can accomplish many great things.” 

I can think of no more fitting way to conclude my remarks than with this endorse- 
ment from such a respected member of the civilian health care community. The 
AMAP is the right response at the right time and in the right place for Army medi- 
cine and the United States Army. We see the positive impact of these changes every 
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day as we encounter soldiers and families on the wards and in our clinics. It can 
be very rewarding to see the progress and growth. 

It can also be very frustrating when, despite all of our efforts, we have bad out- 
comes. We continue to face challenges that require blunt honesty, continuous self- 
assessment, humility, and the ability to listen to those in need. It is the Army’s un- 
wavering commitment to never leave a soldier behind on a battlefield nor lost in 
a bureaucracy. The changes initiated by the AMAP are transformational because 
they address the new requirements and costs of sustaining an All-Volunteer Force 
in an era of persistent conflict. 

I want to ensure Congress knows that the Army Medical Department’s (AMEDD) 
highest priority is caring for our wounded, ill, and injured warriors and their fami- 
lies. I am proud of the AMEDD’s efforts over the last 12 months and I am convinced 
that in coordination with the Department of Defense, the Department of Veterans 
Affairs, and Congress, we have “turned the corner” toward establishing an inte- 
grated, overlapping system of treatment, support, and leadership that is signifi- 
cantly enhancing the care of our warriors and families. Thank you for holding this 
hearing and thank you for your continued support of the AMEDD and the warriors 
that we are honored to serve. I look forward to your questions. 

Chairman Levin. Thank you, General. Thank you and all the 
witnesses for your testimony this morning. 

Let’s try an 8-minute first round. We will try to work through 
that roll call vote that’s coming up in 10 or 15 minutes, which some 
of us can just go and vote and come back, so we can try to keep 
it seamless. As you folks are working on seamlessness, we’ll try to 
do the same thing here this morning. 

Studies conducted by the Veterans Disability Benefits Commis- 
sion concluded that the VA standard for assigning disability rat- 
ings for PTSD is inadequate. These studies showed a significant 
discrepancy between the disability ratings assigned by the DOD 
and the VA for servicemembers with PTSD. The commission found 
that of 1,400 servicemembers who were rated by both the DOD and 
the VA for PTSD, the DOD assigned disability ratings of 30 percent 
or higher to only 18 percent of that group of 1,400 servicemembers, 
while the VA assigned ratings of 30 percent or higher to 90 percent 
of that same group of individuals. 

Now, that is a stunning difference. That’s not a few percentage 
points. The same people, the same 1,400, not 1,400 people over 
here and 1,400 people over there. It’s 1,400 people who were the 
same. The DOD gave disability ratings of 30 percent or higher to 
18 percent of that group and the VA gave ratings of 30 percent or 
higher to 90 percent of those same individuals. 

Now, even before we passed the Wounded Warrior Act the law 
required the DOD to use VA standards for rating disabilities, but 
in practice the Services deviated from those standards, in many 
cases resulting in lower disability ratings than assigned by the VA 
for the same disability for the same person. 

The Wounded Warrior Act specifically requires the DOD to use 
the VA standard. It authorizes deviation only when the deviation 
will result in a higher disability rating for the servicemember. 
Now, you’ve described this pilot project where we’re going to have 
a single exam followed by hopefully a single rating, and we very 
much welcome that. I think you said there’s 120 people in that 
pilot project. 

But in the mean time, while that project is going to take a year, 
we have a legal requirement now for the DOD to implement the 
requirement in law that restricts deviation from the VA standard 
to those circumstances where it benefits the servicemember. I 
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think, let me ask you, Secretary Chu, how are you going to imple- 
ment this requirement? 

Dr. Chu. Of course, Mr. Chairman, as you have pointed out, it 
has been longstanding policy of the Department that we’re sup- 
posed to use the VA rating schedule. There are differences in out- 
comes. We’re aware of that. That’s why we are so excited about this 
pilot program, which the Secretary has asked that we proliferate 
across the Department as soon as it’s practical to absorb its lessons 
about the administrative issues that need to be addressed. 

The ultimate safeguard — these are basically clinical judgments 
reaching different conclusions. The ultimate safeguard is just to 
have one agency come to the conclusion, and that is the central fea- 
ture of the pilot program, which is we’ll use VA’s disability ratings. 

Now, there will still be an issue here, and this is where the Dole- 
Shalala proposal I think is important, because our fitness decision 
will be on those conditions that speak to that issue. It will not nec- 
essarily be all the conditions the individual has. 

Chairman Levin. My question is, you have a pilot program over 
there. You say the ultimate answer is to have one rating and you’re 
right and that’s why we put it into law. But in the mean time, we 
can’t accept that kind of a deviation. 

Dr. Chu. I agree, sir. 

Chairman Levin. For the same people. 

Dr. Chu. I agree, sir, and we are trying to reinforce that it is one 
schedule. I do think that the solution, as we all agree, is a single 
examination system, and we are moving that way. 

Chairman Levin. We’re going to need to know what are you 
doing in the mean time until that system is put in place to reduce 
that deviation. If this were a difference between 5 percent devi- 
ation or 10 percent deviation, that would be one thing. But this is 
90 percent versus 18 percent. That is totally unacceptable even as 
an interim differential. 

Dr. Chu. I would agree, sir. I do think I should emphasize for 
the record that an earlier study looked at a wider range of condi- 
tions; the average difference between the two agencies was 8 per- 
centage points. 

Chairman Levin. All right. On PTSD. 

Dr. Chu. PTSD is a particular issue, although it’s also true that 
VA has recently revised PTSD ratings for many of the veterans in- 
volved in older conflicts, and that may be partly explaining the 
large differences that are reported. DOD does the rating at the 
time of discharge. VA may adjust that rating across the veteran’s 
longer life history. 

Chairman Levin. Secretary, these are the same 1,400 people. 

It doesn’t cover veterans from older conflicts. These are the same 
1,400 people. 

We’re going to give you 30 days on this one, to tell us what ac- 
tion’s going to be taken to reduce that differential, for the reasons 
I gave. 

Now, there’s another provision in the law that requires the estab- 
lishment of a board to review the DOD disability ratings of 20 per- 
cent or less. I’m wondering, is that board — do you have plans now 
to appoint that? 
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Dr. Chu. We intend to appoint that board, sir. It is not yet ap- 
pointed. But we fully understand the requirement of the statute, 
which is to review all the older cases since the beginning of this 
conflict. 

Chairman Levin. Where there’s 20 percent or less. 

Dr. Chu. Where there’s 20 percent or less. 

Chairman Levin. That’s a critical issue in terms of benefits and 
family coverage for medical care. 

Please give us an estimate: 30 days, you think? 

Dr. Chu. I think 1 to 2 months to get it established, yes, sir; I 
think that’s fair. 

Chairman Levin. All right. 

[The information referred to follows:] 
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UNDER SECRETARY OF DEFENSE 

4000 DEFENSE PENTAGON 
WASHINGTON, D.C. 20301-4000 

MAR 1 1 2008 

PERSONNEL AND 
READINESS 

The Honorable Carl Levin 
Chairman 

Committee on Armed Services 
United States Senate 
W ashington, DC 20510 

Dear Mr. Chairman: 

You asked at the hearing on Wounded Warriors, February 13, 2008, that we 
clarify what actions we are taking to reduce the disparities between the Department of 
Defense (DoD) and the Veterans Affairs (VA) ratings for specific conditions in the 
existing system, pending proliferation of the single exam model now being tested in our 
pilot. This letter responds to your question. 

To the extent feasible, the Department is now required by section 1642, National 
Defense Authorization Act 2008 (NDAA), to follow the VA Schedule for Rating 
Disabilities (VASRD) and decisions of the Court of Appeals for Veterans Claims. Any 
deviations from the VASRD would be based on jointly prescribed criteria established by 
the DoD and VA and would result in a greater percentage rating than would otherwise be 
provided under the VASRD. To ensure compliance with section 1642, DoD requested 
and the VA is providing the Decision Assessment Documents (the interpretation of the 
Court decisions) to DoD. These documents will contribute greatly in clarifying any 
changes in the application of provisions in the VASRD and will help ensure that both 
Departments are fully aware of relevant court decisions. 

For specific problematic Global War on Terrorism injuries highlighted by the 
Scott Commission as priorities for VASRD revision— such as Post Traumatic Stress 
Disorder (PTSD) syndrome. Traumatic Brain Injury' (TBI), and bums-both Departments 
are working to update diagnoses and the respective rating schedules. The VA continues 
to develop a separate PTSD rating schedule. The proposed draft schedules addressing 
ratings for residuals of TBI and bums were published in the Federal Register on January 
3, 2008. A summary of the two draft schedules are below: 

o The revised bum schedule will clearly define VA's policies concerning the 
evaluation of scars, including multiple scars. VA proposes to incorporate 
"bum scars" into the title of the diagnostic codes most appropriate for 
evaluating scars. Previously bum scars were generally rated by DoD only if 
they impacted motion and mobility. 

o The revised VA schedule for TBI proposes to provide detailed and updated 
medical criteria for evaluating residuals of TBI. VA has proposed to change 
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the title, provide guidance for the evaluation of the cognitive, 
emotional/behavioral, and physical residuals of TBI, direct raters to consider 
VA special monthly compensation for problems associated with TBI, and 
revise the guidance concerning the evaluation of subjective complaints. 

VA received a number of comments on the proposed rule and is currently 
assessing them. 

In the specific case of mental health ratings, especially as they relate to PTSD, 
there were some differences in how the two Departments utilized the schedule. The Code 
of Federal Regulations (CFR), Section 4.129, Mental disorders due to Traumatic Stress, 
mandates VA to rate in accordance with the following: “When a mental disorder that 
develops in service as a result of a highly stressful event is severe enough to bring about 
the veteran 's release from active military service, the rating agency shall assign an 
evaluation of not less than 50 percent and schedule an examination within the six 
month period following the veteran 's discharge to determine whether a change in 
evaluation is warranted. " Prior to the passage of section 1642 of the NDAA, DoD was 
not bound by this portion of the CFR and rated according to the §4.130, Schedule of 
ratings-mental disorders. 

DoD application of the mental health ratings in light of section 1642 is under 
review. The more enduring fix to this problem is the creation of a rating schedule for 
PTSD. VA is working hard to develop a separate schedule specific to PTSD based upon 
the evaluation criteria in the Diagnostic and Statistical Manual of Mental Disorders, 
Fourth Edition, published by the American Psychiatric Association. 

Additionally, to provide oversight of consistency of ratings between the Military 
Departments, DoD in May 2007 instituted quarterly data reports and an annual data 
report that enable the Department to analyze disposition data and problematic conditions. 
I have charged the Disability Advisory Council, a consortium of Disability Evaluation 
System administrators and health officials, to review the data and address the 
inconsistencies as they arise. 


The Department appreciates your interest and looks forward to working with the 
Congress to address concerns with the evaluation of our disabled Service members. 


cc: 

The Honorable John McCain 
Ranking Member 


^Sincerely, 


7y : Af-wC * ■ V, C 


David S. C. Chu 


Chairman Levin. Secretary Mansfield, has the VA updated the 
VA schedule for rating disabilities for PTSD? 

Secretary Mansfield. It’s currently under way, sir. It has to go 
through the Federal review process. 

Chairman Levin. What’s the timetable on that? 

Secretary Mansfield. The process itself requires 30 days for 
public comments and then a follow-up of 30 to 60 days to review 
the comments, prepare a final rule, and get Office of Management 
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and Budget clearance to publish. Then we would act after that. So 
I would imagine 90 to 120 days. It has been a highlighted issue 
within the Department and within VBA, our benefits administra- 
tion. 

Chairman Levin. There was a recent series of Denver Post arti- 
cles that report that 79 soldiers who were determined to be medical 
no-gos have been knowingly deployed to Iraq. General Schoomaker, 
this question is for you. The most recent article describes a soldier 
being taken from a hospital where he was being treated for bipolar 
disorder and alcohol abuse so he could be deployed to Kuwait. 31 
days later he was returned to Fort Carson because health care pro- 
fessionals in Kuwait determined that he should not have been sent 
there in the first place because of his medical condition. 

These articles quoted email from Fort Carson’s Third Brigade 
Combat Team that says: “We have been having issues reaching 
deployable strength and thus have been taking along some border- 
line soldiers who would otherwise have been left behind for contin- 
ued treatment.” 

Are these reports accurate? What’s the Army doing to address 
them? Maybe Secretary Geren and General Schoomaker. Let me 
start with you, Secretary, and then I’ll go to the General. 

Secretary Geren. We are looking into those issues. Sir, before a 
soldier deploys they are evaluated and it’s a subjective process to 
determine whether or not they are fit for deployment, and judg- 
ment is exercised. We’ve had this issue come up in a number of de- 
ployment platforms around the country, in fact one this time last 
year that was raised down at Fort Stewart. 

I guess the essential point is that the judgment is exercised at 
the point of deployment, and sometimes that judgment turns out 
to be wrong. 

Chairman Levin. Is there a shortage of deployable strength that 
is now causing some of these decisions to be made that otherwise 
would not be made? 

Secretary Geren. That should not be happening. I can’t tell you 
that it’s not, but it certainly should not be happening. But every 
soldier must be considered, whether or not he or she is fit for duty, 
and if not they should not be sent, and everyone understands that. 
I don’t believe we found any evidence that the pressure has caused 
people to be sent that shouldn’t have. Maybe cases where some- 
thing was overlooked or where a mistake was made, but the com- 
manders who evaluate these soldiers understand what the require- 
ments are and should never send anybody that’s unfit. But we look 
into every one of these cases. 

Chairman Levin. Are you familiar with that email, that article? 

Secretary Geren. Yes, sir, I am familiar with the article. 

Chairman Levin. Have you checked the person who wrote that 
email to say that that is not an acceptable reason for deploying 
somebody? Could you do that? 

Secretary Geren. Yes, sir, I certainly could. 

[Additional information supplied for the record.] 
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TARY OF THE ARMY 
WASHINGTON 

OCT 1 0 2008 

The Honorable Carl Levin 

Chairman, Senate Armed Services Committee 

Washington, DC 20510 

Dear Mr. Chairman: 

Thank you for bringing to my attention during the February 13, 2008 Senate Armed 
Services Committee hearing the allegations that Soldiers assigned to Fort Carson's 3rd Heavy 
Brigade Combat Team (HBCT), 4th Infantry Division were deployed despite their “no go” 
medical status. I appreciate the opportunity to provide you the results of the Army’s 
investigation of these allegations. 

The Department of the Army Inspector General (DAIG) has conducted a thorough 
inquiry into this matter. A detailed summary of the results of the inquiry is attached. In 
short, the DAIG found that: 

• Soldiers at Fort Carson were processed properly by the Soldier Readiness Center 
medical providers, 

• Commanders properly exercised their authority when determining whether to deploy 
their Soldiers, taking into account advice and recommendations from unit and 
installation medical providers, 

• Commanders and medical providers were either unaware of the requirement to 
request a medical waiver or didn’t understand the process for requesting a medical 
waiver, and 

• The waiver request process itself requires further development, as no procedural 
guidelines have been published to date. 

In other matters, the Special Inspection of Army Mental Health Care and the Army- 
wide Inspection of the Pre-deployment Medical Screening and Decision Making Process are 
still ongoing. I will provide the results of these inspections to you upon their completion. 

Thank you for your inquiry into this matter and for your continued support of our 
Soldiers, their Families, and the Army. 



Sincerely, 



Pete Geren 


Enclosure 

Copy Furnished: 

Senator Mitch McConnell 
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Summary of Department of the Army 
Inspector General Investigation 

Issue One: That Soldiers assigned to 3rd HBCT, 4th Infantry Division were not 
properly screened for medical issues before deployment under Army Regulation 600-8-101, 
Department of the Army Pamphlet (DA Pam) 600-8-101, Personnel Processin g (In-, Out-, 
Soldier Readiness. Mobilisation and Deployment Processing), and Department of Defense 
Instructions ( DoDI ) 6490.03, Deployment Health : 

A review of the deployment processing and medical files of Soldiers found non- 
deployable by the Fort Carson Soldier Readiness Center (SRC) indicated that all Soldiers 
were processed properly by SRC medical providers and staff. Initially, 90 Soldiers were 
identified as non-deployable - 54 Soldiers were eventually cleared for deployment by the 
SRC and/or medical providers, while 36 were not cleared by the SRC before deployment. 
These 36 Soldiers were cleared for deployment by their commanders who used a 
commander deployment authorization memorandum to document their consideration of 
the Soldiers’ medical conditions and functional limitations. 

Issue Two: That 3rd HBCT, 4th Infantry Division deployed Soldiers with medical and 
behavioral health issues in contravention of the Department of the Army Personnel Planning 
Guidance (PPG), Chapter 7; United States Central Command Modification 8, Tab A to the 
Operation IRAQI FREEDOM Operations Order (USCENTCOM Mod 8, Tab A to the 
Operation Iraqi Freedom Operations Order): AR 40-501, Standar ds of Medical Fitness i. or 
Office of the Surgeon General (OTSG)/Medical Command (MEDCOM) Policy Memorandum 
06-036: 

The preponderance of the evidence indicates that commanders properly exercised 
their authority when determining whether to deploy their Soldiers, taking into account 
advice and recommendations from unit and installation medical providers. Before the 
deployment, commanders met with medical providers weekly, and in some instances 
daily, to discuss individual Soldier medical conditions and limitations. Commanders 
made deployment decisions concerning Soldiers with medical conditions on a case-by- 
case basis and assigned duties to such Soldiers based on their functional capabilities and 
limitations. 

US Army MEDCOM policy provides that the commander decides whether an 
individual Soldier deploys (unless that Soldier is pregnant, HTV positive, or has Hepatitis 
B or C). Although USCENTCOM Mod 8, Tab A to the Operation Iraqi Freedom 
Operations Order imposed a medical waiver requirement in all other instances, this 
modification was relatively unknown and did not contain procedural guidance for 
processing waiver requests. 

Historically, it is the commander's decision whether to deploy a Soldier. Once 
competent healthcare professionals have assessed a Soldier’ s medical condition and 
prescribed the Soldier’s limitations, the commander is in the best position to determine 
whether that Soldier, operating within prescribed limitations, can make positive 
contributions to mission accomplishment. 
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Issue Three: That 3rd HBCT, 4th Infantry Division did not request medical waivers for 
Soldiers in accordance with the Undersecretary of Defense Policy Guidance for Medical 
Deferral Pending Deployment to Theater of Operation; MEDCOM Memorandum, dated 
April 24, 2007, Subject; Deployment Limiting Psychiatric Conditions and Medications; or 
United States Central Command Modification 8, Tab A to the Operation Iraqi Freedom 
Operations Order: 

Testimonial and documentary evidence indicates that commanders and medical 
providers were either unaware of the requirement to request a medical waiver or didn’t 
understand the process for requesting a medical waiver. Moreover, the waiver request 
process itself requires further development; to date no procedural guidelines have been 
published. This concern has been brought to the attention of the CENTCOM Surgeon. 


Chairman Levin. Do you want to add anything to that, General? 

General Schoomaker. Sir, I have not seen the case myself. I am 
familiar with the story. My understanding at this point, because 
the soldiers who possess those profiles who were deployed, to in- 
clude the soldier who is the centerpiece of the article, their profiles 
and the decision to deploy have been looked at carefully. In all the 
cases in which soldiers were deployed with profiles, they were 
placed in positions and in conditions which would be supported by 
their profile. The profile itself does not limit deployment. My un- 
derstanding of the index soldier was that he was not hospitalized 
and that the opinion of outside consultants was that his condition 
should not limit his ability to be deployed. But I think it’s still 
being looked at. 

Chairman Levin. The email itself, however, says that “We have 
been having issues reaching deployable strength.” I mean, that’s a 
contemporaneous email and that should not be a factor. Would you 
both agree with that? 

General Schoomaker. Yes, sir. 

Secretary Geren. Yes. 

Chairman Levin. So whoever thought that was a factor has to 
be corrected, and that message has to be made clear across the 
board. Would you agree with that? 

General Schoomaker. I agree with that. 

Chairman Levin. Thank you. 

Senator Warner. 

Senator Warner. Thank you, Mr. Chairman. 

Gentlemen, those of us in the Senate who have had the oppor- 
tunity to work on these issues have received a great deal of infor- 
mation, indeed support and learning, from the families of these 
various soldiers, sailors, airmen, and marines that have suffered 
these injuries. I’ve been particularly fortunate to have had access 
and brought to my attention the wives of a number of these indi- 
viduals who have on their own initiative fought a very courageous 
battle. I’m pleased to say that in our audience this morning is 
Sarah Wade, whose husband in 2004, Sergeant Ted Wade, was se- 
verely injured. He’s still in the process of rehabilitation, and she’s 
accompanied by Meredith Beck, who is a very active member of an 
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organization called Wounded Warrior Project, a nonprofit organiza- 
tion. 

I wonder, Mr. Chairman, if we’d invite those two to stand and 
be recognized here. They are examples of the families that stand 
by their man. [Applause.] 

Secretary Geren, you visited with me the other day. It’s inter- 
esting how forthright you are with sharing the information, good 
news and not so good news, with our colleagues. I feel that in dis- 
charging your responsibilities, certainly with this Member of Con- 
gress, you’ve been absolutely forthcoming and factual. 

You showed me a series of charts about the things that were con- 
cerning you. Among them was the very alarming rate of suicide. 
It’s particularly high in the Reserve and Guard components. I’d like 
to ask you to lead off what steps under your leadership the Depart- 
ment of the Army is taking, and then maybe we’ll go to the other 
witnesses, who have a broader responsibility for the other depart- 
ments, to the extent that the Navy, the Air Force, and the Marine 
Corps are suffering some from this problem. 

Secretary Geren. I’d be glad to lead off, but I’d also like to ask 
General Schoomaker to add as well because this is an area where 
the leadership of the Army has focused a great deal of attention, 
and not just over the last few months. We’ve recognized over the 
last few years an alarming growth in the rate of suicides. We last 
year experienced the highest level of suicides we’ve had since we 
started tracking suicides in 1980. 

Senator Warner. So that’s a period of 28 years. 

Secretary Geren. Yes, sir. That’s when we began tracking it. We 
can’t tell how it compares to prior years. But we’ve seen a steady 
increase over the last 5 years, and it’s something that everybody 
in Army leadership understands they’re part of the solution to that 
effort. 

Every week we have a balcony briefing. We bring all the senior 
leadership in the Army together in the Pentagon Wednesday morn- 
ing. One of the slides we look at is the suicide incidents over the 
preceding week. We want to make sure every leader in the Army 
recognizes that it’s a part of his or her responsibility to help ad- 
dress this. 

We have a very comprehensive effort under way right now — and 
General Schoomaker can provide you greater details, but we are 
looking at innovative ways to approach it through different types 
of training for soldiers, for leaders, working with the chaplains, 
working with families. 

I think one of the most important things we can do is overcome 
the stigma over getting help for mental health issues. We have sol- 
diers that don’t come forward and ask to be helped. Until we break 
down that stigma, until we break down that barrier, we’re going 
to have soldiers that are in desperate need that don’t get the help 
they need. 

This PTSD training that we’re doing, it’s not just PTSD and TBI, 
but I think it’s going to break down the stigma across the whole 
range of mental health issues and help soldiers and family mem- 
bers to recognize, this soldier has a problem, come forward and do 
something with it. 
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But we are looking at trying to understand the trends. We have 
seen some of these deaths associated with misuse of narcotics and 
other drugs that were lawfully prescribed and perhaps misused, a 
mix of alcohol and drugs. Most of them result from a failed rela- 
tionship or some other type of traumatic event in their life, exacer- 
bated by the stress that they’re under and the pressures that 
they’re under. Also, leaders in the Army, because the system is 
stressed, aren’t able to put their arm around the soldier and under- 
stand what’s going on with his life. 

But from the lowest ranks to the most senior ranks, this is a 
problem that we are working to address. I would like to ask Dr. 
Schoomaker — he’s done a great deal of work in this area and I 
think that he has much to share with the committee. 

General Schoomaker. Thank you, sir. 

Thanks for the question. You’re right, there are two trends right 
now that we are watching very carefully that the Secretary has al- 
luded to. The first is suicides within the Army at large. I think Sec- 
retary Geren has really outlined the multidisciplinary approach 
that we have. It starts with small unit leaders and fellow soldiers 
and their ability to recognize a soldier who may be in trouble, that 
may have problems with coping with a lost relationship, which in- 
cludes in some cases a loss of a relationship with the Army itself 
because of misconduct and the like. 

It’s compounded by drug or alcohol use, and certainly the fami- 
lies play a very critical role. We are looking at this in a multidisci- 
plinary way. We have looked carefully across the principle staff 
who are responsible, from the chaplains through the personnel 
community, through those that represent leadership at large, and 
then the medical community. We’re prepared to come in front of 
the Secretary with some recommendations about how we will be 
approaching suicide prevention in the near future. 

The other trend that we’re looking at very carefully is a trend in 
accidental deaths, especially within our WTUs. Now that we have 
concentrated approximately 9,500, almost two brigades worth, of 
soldiers who have illnesses or injuries, some combat-related, some 
other, within these WTUs under the care of cadre with a primary 
care provider and nurse case managers, we recognize now that a 
number of them have a constellation of drugs — drugs for anxiety, 
drugs for sleep, drugs for pain, which in combination, especially if 
used with alcohol, can be a lethal cocktail. 

We have, unfortunately, lost over the last few months several 
soldiers. We’ve brought together a team. The Secretary and the 
Chief of Staff of the Army charged me about 10 days ago with ex- 
peditiously bringing together a team of experts to look at the fac- 
tors that lead to these accidental deaths. I contrast these with sui- 
cide. I don’t believe these are suicides. We’ve looked very carefully 
to separate those that are suicides from those that are truly acci- 
dental, and those that we are seeing are accidental deaths. We’ve 
looked at the major factors and are trying to eliminate those fac- 
tors. 

Senator Warner. Secretary Chu, to the broader aspects of it. 

Dr. Chu. Yes, sir. The Marine Corps is already beginning to 
emulate the Army’s practice of the chain teaching of mental health 
indicators, responsibilities at every level of command. The Sec- 
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retary of Defense, to deal with the stigma issue — a small but im- 
portant step — has advocated and the administration, I believe, will 
soon decide to revise the instructions on security questionnaires so 
that we set aside a positive answer on have you sought mental 
health assistance if it has to do with PTSD or the various issues 
that relate to combat service. 

I do think there are two issues here. One is the trend, where we 
are all concerned with the Army’s increase. Also the level, the De- 
partment, even with this adverse trend, is approximately where ci- 
vilian rates are. That doesn’t mean that’s where we want to be. 
Within the Department we do have a Service that’s at much lower 
level, absolute level of suicide, the Air Force. So one of the things 
we’re doing is asking all the departments to look at what’s success- 
ful about these Air Force programs that might be translatable to 
their circumstances. 

We are very excited with this Center for Psychological Health 
and Traumatic Brain Injury Congress has so generously funded. 
It’s stood up in a provisional way, being led by an Army psychia- 
trist, Colonel — soon General, I guess — Dr. Loree Sutton. I’ve asked 
her to focus not just on prevention after the fact, but what can we 
do before the fact; and how can we help the resiliency of our people 
to deal with the stresses that military life does bring to them. 
Should we, for example, be asking questions all the way back at 
the enlistment point that we don’t ask today or having screens that 
we don’t use today? 

We do, of course, use one broad screen already that is a predictor 
of can you stick with a military career. That’s the high school di- 
ploma. That’s why they’re so important in our recruiting standards. 

So we are trying to take a broad-based approach, ranging from 
the specific questions and examples to the strategic, how should we 
be recruiting people from American society so they can successfully 
serve in a very difficult environment? 

Senator Warner. I actually say to this distinguished panel, we 
have to have the infrastructure to carry forward all of these var- 
ious initiatives, literally the bricks and the mortar and the roofs 
and the ceilings and so forth. Where are we with regard to, first, 
maintaining Walter Reed’s physical plant such that it can continue 
to deliver that level of health care that these honorable, wonderful 
people are entitled? Second, the projections of a new facility at Fort 
Belvoir and the modifications to the infrastructure at the Bethesda 
center to take on the additional; are we on schedule? Is the budget 
adequate for these two construction projects? 

Dr. Chu. Yes, sir. 

Senator Warner. Is there anything that Congress needs to do to 
facilitate? 

Dr. Chu. Our most important request will, of course, be to sup- 
port the fiscal year 2009 request in this regard, which does ask for 
a substantial tranche of money to support a more ambitious plan 
for the new Walter Reed campus than we had before, and a faster 
plan. That includes Walter Reed thought about in the large, not 
just the Bethesda campus, but also, importantly, the DeWitt Army 
Hospital modernization and the refurbishment at Fort Belvoir. 

In terms of the personnel at Walter Reed — that, I think, is al- 
ways a challenge when you close a base, how you keep everything 
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up at the top level all the way up to the last day. We have sought 
and gotten from the Office of Personnel Management additional di- 
rect hire authority to make sure we can staff Walter Reed cor- 
rectly, including the ability to pay special retention bonuses to the 
personnel there. 

But I would defer to Secretary Geren on additional specifics. 

Secretary Geren. General Schoomaker just recently left the post 
as commander at Walter Reed, so I’d like to ask General 
Schoomaker to respond. 

General Schoomaker. Yes, sir. I think Congress and the leader- 
ship of the DOD and the Army sent me and my command when 
I commanded Walter Reed last year a very clear message that we 
were to restore Walter Reed to a world-class facility, despite the 
impending fusion of Walter Reed with the National Naval Medical 
Center in Bethesda and the formation of the new Walter Reed Na- 
tional Naval Medical Center that the Secretary alluded to. 

We’ve done just exactly that. We have given very clear orders 
and have had very robust support from the Department to fix all 
those things that need to be fixed and to maintain both the man- 
power as well as the clinical practices and the physical plant of the 
Walter Reed campus. 

Senator Warner. Thank you very much. 

Chairman Levin. Thank you, Senator Warner. 

Senator Ben Nelson. 

Senator Ben Nelson. Thank you, Mr. Chairman. 

I want to thank our military men and women and those who are 
on the civilian side who do such an outstanding job to protect our 
country. Of course, nothing is more important in dealing with their 
needs than to make sure that the health system we provide for 
them is the best possible health care system. So we were all cha- 
grined and saddened with the revelations of a year ago. 

In terms of what we’re working with toward public-private 
partnering, Secretary Mansfield and Secretary Chu, last year I met 
with a sergeant in Nebraska from the National Guard who suffered 
a TBI as a result of his service in Iraq in 2006. When I met with 
him, he indicated the many challenges he had in getting the care 
that he required. He was lost in the system on at least two occa- 
sions, and he was finally able to get care in Nebraska through a 
private facility, Madonna Rehabilitation Hospital. 

Receiving quality health care in rural States is obviously a chal- 
lenge in many areas due to resources and geography alone. That’s 
why I believe it’s critical that we find partnership opportunities for 
our public institutions and private institutions to be able to make 
sure that we get that quality care and we integrate it. 

How do you provide for that integrative care for veterans as they 
transition back into their communities, so that we ensure their 
long-term care, not simply a short-term situation, but their long- 
term follow-up care across a wide geographic area? I’ve been told 
that local VA hospitals have authority to contract with civilian 
partners, but in many instances are just very reluctant to do so 
and we have to continue to press to get them to be able to forge 
a collaboration. 

But is this centralized or decentralized process from the stand- 
point of the VA? What are your thoughts about how we can make 
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this system work? We talk about it being seamless. You’ll have to 
pardon me if I find the word “seamless” between the VA and the 
DOD an oxymoron. Perhaps “nearly seamless” might be something 
more, that would be more likely achievable. “Seamless” I think is 
beyond anyone’s expectations, given a bureaucracy that is full of 
what I consider “we-bes”: “We be here when you come, we be here 
when you go.” We’re going to constantly find that very difficult to 
purge and converge those systems. 

But from the standpoint of the VA first and then the DOD sec- 
ond. 

Secretary Mansfield. Thank you for that question, Senator. 
First let me apologize to that individual. The idea that somebody 
gets lost in the system is something that we do not want, and we’re 
doing everything we can to ensure that we take care of that. So I 
would apologize to that individual. 

Senator Ben Nelson. Sergeant Mac Richards. 

Secretary Mansfield. I’ll get with you and we’ll follow up on 
that. 

The idea of TBI care, serious TBI care, started with the fact that 
the VA since 1992 had four brain injury treatment centers that 
were doing treatment, care, research, and efforts, and those four 
centers in Palo Alto, Minneapolis, Richmond, and Tampa became 
our polytrauma centers. Each one of those brain treatment centers 
was also co-located with a spinal cord injury clinic, so we had a ro- 
bust rehabilitation capacity in those hospitals. There’s a fifth one 
on the way hopefully in the next budget. 

What we’ve done since then for the effort to have more geo- 
graphic representation is had each one of our VSNs, or 17 more VA 
medical centers, come on line as level two polytrauma treatment 
centers, so we can attempt to get the treatment more dispersed 
geographically around the country. 

The issue of the private treatment is one that we’ve dealt with 
in the past in sharing agreements in various locations to get spe- 
cialty care that we needed that we didn’t have on staff or just 
couldn’t provide. 

Senator Ben Nelson. Excuse me. Can that be geography-related 
as well, not close by, so that they don’t have to drive 250 or 500 
miles round trip? 

Secretary Mansfield. Sir, I was going to say, what we are learn- 
ing and dealing with and attempting to do is deal with the individ- 
uals in an effort to bring all the conditions that would apply to 
bear to make the decision to go forward. I know that Dr. Kussman, 
the head of our Veterans Health Administration, has made the 
point that if the people that we’re treating don’t feel that they’re 
getting the care that they need then we need to work with them 
in an effort to get it right. 

I know that we’ve done that in many instances where folks are 
getting treatment that either VA is paying for or in some cases, 
TRICARE I think is also taking care of the individual. It’s an effort 
that has started, is moving forward, needs the continued emphasis 
of the leadership, has had continued emphasis, and we will do 
more. 

Senator Ben Nelson. Dr. Chu? 
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Dr. Chu. Sir, if I could just address the two issues you raise. One 
is the seamless transition; the other is the question of how we pro- 
vide quality care to those on a geographically dispersed basis. 

On the seamless transition front, we are very excited by the ap- 
pointment of the first Federal integrated recovery coordinators. 
Their ultimate responsibility is to make sure there is a plan for 
that person that is really lifelong in character and that the steps 
are in place — the mechanisms in place, to be sure that plan is 
being followed. I think that’s a key ingredient in getting us at least 
to the nearly seamless condition that you set as an immediate goal. 

On the question of the geographically dispersed delivery of care, 
I do think this is where the central proposition of Dole-Shalala is 
so important. It recommends, and the President’s legislative pro- 
posal would propose to carry out, that if you’re medically retired 
from the DOD we would end DOD deciding whether you got 
TRICARE coverage based on the percentage of disability. If you’re 
medically retired you would get TRICARE coverage for you and 
your family. 

Now, I think that’s important not only for the families, but also 
for the issue that you described, because that does give you the 
right to go to any place you want, essentially, in the United States, 
and it would end a good deal of this problem, because it’s always 
been a problem for the VA. In many States there may be only two 
or three VA hospitals and it is going to be a distance for patients 
to come to that hospital for care, even though the quality reviews 
across the medical profession in the United States today give VA 
extraordinary high remarks for the quality of medical care that it 
delivers. It really is first class. 

Senator Ben Nelson. I don’t think very often the question is 
about the quality of care or even recognizing that with the TBI sit- 
uation, all the research that’s going into that, that there’s a general 
perception that we’re improving the quality of care. It’s availability 
and the seamless nature of it. 

General Schoomaker, this has probably happened to others as 
well, but I know last week you were interviewed by NPR and you 
were given the example that somebody allegedly — that Army offi- 
cials told workers at the VA to stop helping injured soldiers fill out 
forms and so forth. So much for the idea, as I said, of seamless care 
and seamless relationships. Probably not the first example of em- 
barrassment and probably not the last. 

But it does point to how important it is from the top down and 
from the bottom up to get it right so that there isn’t stovepiping 
or resistance to this effort to make sure that those who have done 
it their own way for so long don’t frustrate this process by wanting 
to continue to do it their own way or they know best what way it 
ought to be done. 

I wish you might comment on that. I know you did last week. 

General Schoomaker. Yes, sir, and I remain personally cha- 
grined that an effort to really reach out and ensure that the best 
practices that we were observing, frankly, at Fort Drum were pro- 
liferated throughout the system — ironically, we found a system that 
was working extremely well and yet it was interpreted wrongly. 

I will say, first of all, it’s very hard for me to say anything ill 
about the VA. I’m a product. I’m a physician, a product of the VA 
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system. I was trained in two VA hospitals associated with major 
universities. This is a great system of care. This is a national treas- 
ure. They have set the standard on good, objective outcomes-based 
care within the country, and I think we’re better positioned than 
we ever have been with leaders like Deputy Secretary Mansfield 
and the new Secretary of Defense, my former boss General Peake, 
and General Kussman and others throughout that VA system. 

Our response to what we saw at Fort Drum, sir, was that Sec- 
retary Peake and Secretary Geren promptly sat down, we ham- 
mered out an agreement, a memorandum of understanding with 
the VA, and we’ve put that aside. We now have a formal memo- 
randum that empowers VBA counselors at each one of our Army 
MTFs to fully counsel any soldier or family and make it very clear 
that they’re part of the solution and that we welcome that. 

Senator Ben Nelson. But it does point out that it’s an ongoing 
process that you can’t measure it simply in terms of time. It’s a 
marathon, not a sprint. 

General Schoomaker. Yes, sir. I think your comments earlier 
about the seamlessness and Secretary Chu’s comments — I think 
the fact is there are seams in the system. I think the earlier com- 
ment from the chairman about disability adjudication, which for 
the military is based upon fitness for duty and within the VA sys- 
tem is based upon the whole person concept, means that you can 
apply the earlier study to virtually any individual problem and 
you’ll find the same issue there. 

We adjudicate disability in the military based upon that one 
major unfitting condition and we turn to the VA and allow the VA 
to take all of those conditions that we all jointly recognize are 
present and adjudicate disability on the basis of the whole person. 
That’s a seam that has to be closed. 

Chairman Levin. Thank you, Senator. 

Senator Ben Nelson. Thank you. 

Thank you, Mr. Chairman. 

Chairman Levin. Thank you, Senator Nelson. 

Senator Inhofe. 

Senator Inhofe. Thank you, Mr. Chairman. 

Chairman Levin. Senator Inhofe, I think the vote has either 
started or is about to start. 

Senator Inhofe. How about I go ahead and start and run 
through my time? 

Chairman Levin. Would you turn that over to the next person 
here, and if there’s nobody here when you’re here just recess until 
I get back? 

Senator Inhofe. Okay, I will do that. 

Chairman Levin. Thank you. 

Senator Inhofe. First of all, General Schoomaker, I appreciate 
what you said and let me just drive it home, because as long as 
I can remember, even back when I was in the United States Army, 
there were complaints about the kind of treatment in the VA cen- 
ters. Then when I was elected here, oh, about 22 years ago, we had 
just some real crises. Now, maybe this is unique in our State of 
Oklahoma, but the treatment was not good. 

I can’t tell you how that’s changed. I had a group in my office 
yesterday of the veterans and they just rave about it. I have gone 
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to all the centers, including some of the retirement centers and oth- 
ers. I don’t know what’s accounted for it, but whatever you’re 
doing, keep doing it that way. It’s been great. 

Maybe because I’m the only veteran in the Oklahoma delegation, 
I seem to get more calls and complaints than any of the rest of 
them do. They’re in three areas that have been addressed some- 
what in this meeting and by your committee. One is in the dis- 
parity between the disability evaluation systems that we’ve had. 
Senator Levin talked about that. You’ve responded to that. 

The other two are in transition areas that we’ve been talking 
about with Senator Nelson, that is transition into civilian life or 
into another service of our country. Many of these people who be- 
come disabled, they want to continue serving in this transition. 
Then the transition, of course, that we talked about from DOD to 
VA. 

Now, I understand, from whoever wants to respond to this, that 
this disparity between the evaluations has been corrected now or 
is in the process of being corrected in terms of disability evalua- 
tions between the various levels. 

General Schoomaker. Sir, I think that’s a recommendation of 
the Dole-Shalala Commission that’s going to require legislative 
changes. We can smooth over the bureaucratic steps required be- 
tween the military system of adjudication and the finding of fitness 
for duty and the VA system of adjudication of disability, but we 
currently are not empowered to make this a single system without 
further legislation. 

Senator Inhofe. Are you going to be helping us in drafting the 
legislation? 

General Schoomaker. Oh, absolutely. 

Senator Inhofe. Making recommendations? 

Dr. Chu. Yes, sir, we’d be delighted to. General Schoomaker is 
absolutely correct. Until there is a change in the fundamental stat- 
ute, you will always — even if we each rate each condition with the 
same percentage, which is the first issue, which we can deal with 
and we are dealing with, the Department only rules on fitness to 
serve based on those conditions that affect your military career. 
You may have other conditions. 

Senator Inhofe. In terms of the evaluations, if any of the five 
of you don’t believe it’s a problem just call our office and we can 
provide you with some cases. 

Now, in terms of the transition into civilian life or other govern- 
ment services, any further comments any of you want to make 
about that, because this has been another source of complaints? 

Dr. Chu. Sir, one of the things we’ve done, particularly with this 
conflict, is organize a series of job fairs, particularly at medical cen- 
ters, where we especially emphasize the importance of Federal 
agencies stepping forward, including our own, the DOD. 

Senator Inhofe. When did they start? When did you start doing 
that? 

Dr. Chu. About 2 years ago we started these, and we’ve done 
about a dozen of these altogether. They are intended to both bring 
civil employers as well as government agencies together to the mili- 
tary community, not restricted to those who’ve been recently 
wounded necessarily, but that’s the focus. We have worked very 
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hard in a proactive way through the Military Severely Injured Cen- 
ter to help the newly injured think about the possibilities for them, 
what would make sense from their perspective, and how do we link 
them up with these agencies so they can be successful. 

Senator Inhofe. Secretary Mansfield, you touched slightly on 
this, the transition between the DOD and VA. Could you just ad- 
dress this electronic transfer of data, and are we making progress 
there? 

Secretary Mansfield. We’re definitely making progress, sir. 
We’ve come further than the JEC had. We’re in the process now 
where we can actually exchange information. The issue, though, is 
that we’re working in an effort to make it interoperational. Right 
now you can read the information, but you can’t manipulate it. So 
we are exchanging information from imaging, from clinics, from 
pharmacy, and from testing. We’re further along the line, but we 
still have a long way to go. 

Of course, part of the issue is that you have an Army record, a 
Navy record, and an Air Force record that needs to be consolidated, 
then get access to that through a single data access point. We’re 
working on that. 

Senator Inhofe. Secretary Geren, this is more Army sensitive 
than anything else. The chairman talked about some of them who 
were deployed who perhaps should not be deployed. But on the 
other end of that, there are a lot of them who want to be deployed 
who are not. It seems like there is a greater problem in the Army. 
Our 45th out of Oklahoma, that’s over 2,600, they’re over there in 
Iraq right now. I went down to Camp Gruber when they were pre- 
paring for it and while they — the National Guard members — re- 
ceive TRICARE, they don’t have the dental benefits. This seems to 
be where the problem is. I was surprised to see this, that the DOD 
has set a Service-wide goal of greater than 75 percent for fully 
ready to deploy servicemembers and greater than 90 percent for 
partially ready servicemembers. 

Currently, five of the seven Reserve components are below the 75 
percent. Now, I have from your report on page 194 those seven and 
the two that have the great problem are the Army National Guard 
and the Army Reserves. Everybody else, frankly, is over the 75 per- 
cent. But these are not. These are, in the case of the Army Na- 
tional Guard, 45 percent; and the Air Guard, 51 percent. 

Now, of those, that’s just dental only problems. That seems to be 
the greatest problem in terms of having these people not ready for 
a deployment for medical purposes. 

It would seem to me that — and I talked to some of them down 
there at Camp Gruber before they were going — you can’t put a 
bridge in or do the root canal; there’s not time during this transi- 
tion period. Once they get over in the field of combat, they’re not 
going to be able to do those things. 

Now, wouldn’t one solution that perhaps you might want to con- 
sider or you are considering is to somehow have dental benefits? 
There was a time when the Guard and Reserve really didn’t have 
these overseas deployments and maybe it wasn’t necessary then. 
But it is now, and it seems to be, of the medical — again, I’ll repeat 
that — the 38 percent, is 45 percent is dental only. So that seems 
to be the biggest problem. 
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What do you think, Pete? 

Secretary Geren. The experience in Oklahoma is not unique. 
The dental issue is something that we are looking at very carefully. 
One of the initiatives that the Chief and I are working on is how 
to do a better job of fully operationalizing the Guard and Reserve, 
and medical preparedness for deployment is one of the issues and 
the dental is always at the top of the list. 

So I don’t have an answer for you today, but it’s something that 
we are looking at. 

Senator Inhofe. If your goal is to reach 75 percent, from the fig- 
ures I have here pulling the dental problem would put you at 75 
percent. 

Dr. Chu. Senator, I do know that some units in Oklahoma have 
adopted a best practice we’d like to see more of them use, which 
is to use operations and maintenance funds during periods of 
premobilization drill to bring mobile dental vans to the unit. 

Prior to mobilization, and the standard that you’ve described is 
what we want all units to be at all the time, so that we don’t have 
to deal with these medical issues post-mobilization. 

Senator Inhofe. I appreciate that, because I think — and Mr. 
Chairman, during your absence I made comments that you talked 
about how there are some who didn’t want to be deployed but were 
found deployable, but there’s probably more who want to be de- 
ployed who for some reason or other can’t. Or maybe that’s unique 
to Oklahoma, but I sure have heard from a lot of people. 

Dr. Chu. Again, I want to praise those units in Oklahoma that 
use this practice. It is a great solution. It is reasonable in terms 
of its cost. 

Senator Inhofe. Thank you. 

Secretary Geren. Real quickly, Senator, we have a group of 
guardsmen and reservists that advise the Chief and Army leader- 
ship on Guard and Reserve issues. They meet with us regularly, 
and that has been one of the issues that they’ve been examining 
and putting together recommendations in that area. We recognize 
that challenge. It is expensive, and there’s also just some logistical 
issues associated with it. But we recognize the importance of it and 
are working through it now. 

Senator Inhofe. Thank you. 

Chairman Levin. Thank you, Senator Inhofe. 

Senator Bill Nelson. 

Senator Bill Nelson. Gentlemen, thank you for trying to correct 
this problem and make it right. 

Secretary Chu, has Secretary Gates designated a lead agent to 
implement the TBI-PTSD mental health plan? 

Dr. Chu. Yes, we have our Center for Psychological Health and 
Traumatic Brain Injury. It is the agency that will be executing the 
generous addition to the budget Congress provided last year. 

Senator Bill Nelson. The question was has he designated a per- 
son to implement it? 

Dr. Chu. The commander is now Colonel, soon General, Dr. 
Loree Sutton, Army psychiatrist. 

Senator Bill Nelson. You all know the problem here and thank 
you for trying to correct this problem. We have excellent care, for 
example, for TBI once we can get them into the centers, and one 
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of those centers is in my State, in Tampa. The problem has been 
getting them identified and getting them in those centers. As the 
other Senator Nelson pointed out in a case in his State of Ne- 
braska, I could point out to you many cases in my State of Florida 
where the military person gets lost between being released from 
DOD and coming into the VA health care system. So thank you for 
working on that. 

Secretary Geren, I want to go over with you what I had talked 
to you on the telephone about. I think it needs to come to the at- 
tention of the committee: A World War II veteran who was wrongly 
accused and incarcerated, an African American, during a POW 
camp revolt in Italy and in the hysteria is swept up and incarcer- 
ated for a year. Just this year — so that’s some 60 years later — a re- 
view of the records, the DOD realizes that it made a mistake. They 
reversed his dishonorable discharge. They made it an honorable 
discharge, acknowledged that the U.S. Army was wrong, and 60 
years later returns to him the back pay that he would have earned 
during the 1 year of incarceration, $720. 

Now, that’s just plain wrong, that someone is denied that and is 
given 1944 dollars without compensation for at least the cost of liv- 
ing adjustments, which would only be $8,000 in today’s dollars. 

Chairman Levin. Senator Nelson, excuse me for interrupting. I’m 
going to run and vote and come back. If no one’s here when you 
need to go, just recess. 

Senator Bill Nelson. I’ll do that, Mr. Chairman. 

Chairman Levin. Thank you for raising this issue, however. 

Senator Bill Nelson. Yes, sir. 

Chairman Levin. It’s of importance to the committee. 

Senator Bill Nelson [presiding]. Of course, I appealed to you as 
Secretary of the Army and then you said you did not have the legal 
authority. I appealed to the Secretary of Defense and he said he 
did not have the legal authority. As a result of that, I filed a bill 
to correct it. 

But it seems to me that under equity and fairness an issue that 
we are addressing here about health care for wounded warriors, 
that under equity and fairness, a warrior has been wounded by 
taking away his most prized possession, which is his honor and his 
liberty, and 60 years later that the U.S. Army and the DOD is say- 
ing that they don’t have somewhere in the bowels of the Pentagon 
the ability through equity and fairness to adjust $720 back pay. 

Can you share with me, Mr. Secretary, what you think we ought 
to do to right this wrong? 

Secretary Geren. Yes, sir, I’m glad to. I reacted exactly the same 
way you did when I learned of this. I’d go so far as to say it’s a 
travesty of justice. $720 today is nothing compared to what that 
soldier went through and what he suffered, and certainly what 
$720 would buy you in 1944 and what it would buy you today, it’s 
no comparison at all. 

When I learned of this I asked our lawyers to figure out some 
way to fix this, some way to address this. They kept coming back 
and saying there’s no way to do it. We looked at a couple of dif- 
ferent ways and, unfortunately, they kept coming to the same con- 
clusion, and the OSD lawyers agreed with the Army lawyers, that 
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under the current statutory framework we’re prohibited from devi- 
ating from that schedule. 

So I’m glad that you’ve introduced a bill and I hope there’s 
speedy consideration of it so that we can right this wrong and try 
to do what we can to compensate this soldier for what he suffered. 

Secretary Mansfield. Senator, if I could raise an issue. If he was 
a dishonorable discharge he would not have been eligible for VA 
benefits back then. So why don’t we check it and see if there’s some 
way that we can look at that situation now that it’s been corrected 
and the VA may be able to assist him. 

Senator Bill Nelson. Okay, Secretary Mansfield, we’ll do that, 
and thank you for that suggestion. 

Samuel Snow naturally is getting up there in years. He lives in 
Leesburg, FL. I would pursue this with great vigor because this is 
somebody who has been wronged. But the reason I’m bringing it up 
to you is that again it’s another indicator of the cold, hard, imper- 
sonal rules and regulation on something that is obviously wrong. 
We’ve seen this in Samuel Snow’s case. We’ve seen it in how some 
of these veterans have been handled. We’ve seen it, for example, 
in that veteran from Winter Haven, FL, that was lost in the sys- 
tem, the military discharged him, had no indication that he had 
TBI because they didn’t ask, they didn’t probe. So he’s out there 
on his own, and he knows something’s wrong, and he goes and gets 
an appointment after waiting, over at one of the VA hospitals at 
Bay Pines. Then he finally gets there after waiting a couple of 
months and then they say: Well, we can’t handle this; you have to 
go to the Tampa Haley Hospital, and of course, that’s another wait- 
ing period. 

Somehow, this veteran knew to call me. Of course, the minute we 
found out what happened he had appointments in the Haley Hos- 
pital in the TBI center the next day. 

There’s something cold and hard and impersonal that we have to 
break through not only the subject of this hearing, on wounded 
warriors, but on the treatment of people like Samuel Snow 60 
years ago, that his country didn’t treat him right and 60 years 
later is giving him a check and saying, go away. It’s wrong. It 
ought to be corrected. 

Secretary Mansfield. Sir, I would tell you that we’ve been work- 
ing hard to correct that. I would agree with you that it’s wrong. 
We, as I stated in my opening statement, need to ensure that each 
one of these individuals that steps up, raises their right hand, puts 
themselves in a position to defend this country and puts them- 
selves at risk, deserves timely access to every benefit that this Na- 
tion has promised them. We’re working together as hard as we can 
to make that happen. 

I would make the point, in regard to the person you mentioned, 
with that situation and others, we have changed the rules and reg- 
ulations to make sure that people with these issues get taken in 
sooner and quicker and are seen. 

I would tell you also that everybody that comes to us is screened 
for TBI and PTSD, and we’re working with DOD on follow-up 
issues to do that. 
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But I would agree with you, sir: You have two of the biggest bu- 
reaucracies in the world that need a little shaking to make sure 
that they know that they’re dealing with people. 

Dr. Chu. Sir, let me also emphasize, as you and Secretary Geren 
agreed, ultimately the issue with Mr. Snow is statutory. If Con- 
gress were willing to give the Secretary of Defense discretion in 
cases like this, as it has given him discretion in waiving repay- 
ments, which we have used extensively, we would be able to avoid 
the situation. 

But it is ultimately not a rule or regulation in the Snow case; it 
is the law, and we are stuck. 

Senator Bill Nelson. If it is the law, we will change it. 

Dr. Chu. My plea, sir, is for broad discretion as opposed to the 
rifle shot, because then you can deal with the unanticipated situa- 
tion just as you have advocated, and we would like to be in that 
position. 

Senator Bill Nelson. Now, it’s hard for me to believe that the 
DOD in the enormity of its resources and rules and regulations, 
that there is not discretion somewhere to correct this wrong. As 
Secretary Mansfield has said already, there’s another avenue we 
might explore with regard to maybe he hasn’t been advised of vet- 
erans benefits that would be available to him since he had been 
wrongly, dishonorably discharged, and we will pursue that. I won- 
der why we had to come to a United States Senate hearing to get 
to that. 

But in the mean time, since I have to recess this hearing so that 
I can go vote, I wish you in the recess would confer with your as- 
sistants and see if there might be any other little angle that we 
haven’t figured out. 

Secretary Geren. Sir, I can assure you we have pushed this 
within our legal system as hard as we can. I know you get two law- 
yers together, you get two opinions, but unfortunately we continue 
to run into the same statutory interpretation. If someone could 
help us see it differently, we’d be glad. I can assure you we all feel 
the same about that case and want to help, and appreciate your ad- 
vocacy and your interest in addressing it statutorily. We believe 
that’s where we are, and we sent it back and sent it back and sent 
it back and kept getting the same answer. We want to see it fixed 
as well. 

Senator Bill Nelson. The committee will stand in recess subject 
to the call of the Chair. [Recessed.] 

Chairman Levin [presiding]. The committee will come back to 
order. Yes? 

Secretary Mansfield. Could I have the privilege of speaking, 
please? 

Chairman Levin. Sure, Secretary Mansfield. 

Secretary Mansfield. Sir, in reference to the last discussion 
about the individual wronged and the ability to deal with that and 
the need for legislation, I would refer you to Title 38 U.S. Code 
503: “Administrative error, equitable relief. If the Secretary deter- 
mines that benefits administered by the Department have not been 
provided by reason of administrative error on the part of the Fed- 
eral Government or any of its employees, the Secretary may pro- 
vide such relief on account of such error as the Secretary deter- 
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mines equitable, including the payment of moneys to any person 
whom the Secretary determines is equitably entitled to such mon- 
ies.” 

That’s what the DOD needs. That’s the VA section and I think 
that’s what DOD needs. It would allow us to go back and look at 
the situation by virtue of the fact that, with that dishonorable dis- 
charge, he was not eligible for a lot of VA benefits and we could 
not make an adjustment based on that. 

Chairman Levin. Does the mistake have to have been made 
under that law by the VA? 

Secretary Mansfield. No, sir. It says “on the part of the Federal 
Government or any of its employees.” “The Federal Government.” 

Chairman Levin. So if there was a mistake made, which there 
seems to have been, by the DOD, the VA can act now under exist- 
ing law? 

Secretary Mansfield. Yes, sir, for VA benefits. 

Chairman Levin. For VA benefits. That’s part of the deal, as I 
understand it. 

Secretary Mansfield. That would be one way to make him 
whole, to look at what he would have been eligible for: home loan 
or education or compensation. 

Chairman Levin. I’m sure Senator Nelson will pursue that. But 
what you’re doing is opening up the avenue that, even though you 
don’t think the DOD has that power — we’ll check that in a sec- 
ond — the VA has power if there’s a mistake made by any govern- 
mental agency that affected the benefits of the VA, that you may 
not be able to make that soldier whole, but you’ll be able at least 
to take care of the VA part of doing it under that law. 

I’m sure Senator Nelson, I assume he’s aware of that and will 
pursue that. But if not, thank you for bringing that to our atten- 
tion. 

Secretary Mansfield. We’ll notify him. But DOD needs legisla- 
tion. 

Chairman Levin. Let me follow that up now. Do you know, Sec- 
retary Chu, if DOD has that same power? 

Dr. Chu. I don’t believe so, sir, but obviously we’d want to 
doublecheck. 

Chairman Levin. We’ll raise it in the National Defense Author- 
ization bill this year, then. There’s no reason why the DOD should 
not have the same power that VA has to correct mistakes. So my 
staff I know is following this and we will pursue that, unless, Sec- 
retary Geren, do you know whether the DOD has that power? 

Secretary Geren. We looked as hard as we could to figure out 
a way to address this situation and Army — we looked at it, looked 
at everything that we had that was discretionary. We could not 
find a way for it to fit. We went to OSD’s lawyers to see if there 
would be a way to do it at the OSD level. They could not find a 
way. We kept coming to the same conclusion, that there was a stat- 
utory block that kept us from doing it, and we certainly would sup- 
port an effort to provide the flexibility to redress it. 

Chairman Levin. Secretary Mansfield, thank you for bringing 
that to our attention. 

Secretary Mansfield. Thank my excellent staff here, sir. 
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Chairman Levin. We thank your excellent staff. We appreciate 
that. We all rely on our staff, more than we like to admit. 

There’s nobody here who hasn’t had a first round, so let me start 
a second round here. The Senior Oversight Committee has been 
working diligently on a number of these issues, as we’ve heard here 
this morning and were aware of even before this morning. But the 
question is whether or not the issues that we are discussing will 
remain a priority over time, talking about transitions and seamless 
transitions, since there will be a change of administrations in Jan- 
uary. What steps are you taking to ensure that these issues will 
remain a priority during the transition period from this adminis- 
tration to the next? 

Secretary Chu, why don’t I ask you first and then Secretary 
Mansfield. 

Dr. Chu. We are planning to use — and Secretary Mansfield and 
I have already begun discussing that issue — the now statutorily 
chartered JEC, which is a similar partnership between DOD and 
VA, to make sure that there is no backsliding, no ground lost, no 
lessening of commitment to these initiatives. We are determined to 
see them through past the transition using that already existing 
mechanism. 

I think it’s already produced, as Secretary Mansfield indicated, 
important successes in other areas. I point to North Chicago as a 
prime example of that agenda succeeding, and I’m confident it can 
carry forward into the next administration. 

Chairman Levin. Secretary Mansfield? 

Secretary Mansfield. Sir, one point I would make is that every- 
thing that we’ve discussed that we’re putting into action are becom- 
ing VA directives that will be on the books as we leave. The other 
point I would make is in the course of a transition there is nor- 
mally a discussion with the incoming and the outgoing of the high- 
lights of what the outgoing administration looks at and wants to 
put in — give their attention to the folks coming in, I’m sure would 
be a part of this effort. 

Chairman Levin. Is there a permanent structure, a joint struc- 
ture that’s now in place, to evaluate these changes that we’ve 
talked about and to monitor systems and to make further rec- 
ommendations for process improvement? Is there that structure 
and if so what is it? 

Secretary Mansfield. Sir, I would say that, again, the statu- 
torily mandated JEC with its benefits subgroup and its health care 
subgroup have been working for 5 years now, in an effort to put 
processes in place that we can measure what is required and be 
able to make a decision at the end of each year what we’ve done, 
what we need to do. 

Chairman Levin. Now, who are the members of the JEC? 

Secretary Mansfield. Currently it’s myself and Dr. Chu. Sec- 
retary Chao from Labor has asked us to include a member from the 
Veterans Employment and Training Service, which is responsible 
for veterans employment, and we’ve agreed to bring somebody from 
there on board. Then, in the benefits arena, you have the Under 
Secretary for Benefits from the VA and the equivalent OSD and 
DOD folks. In the health arena you have the Under Secretary for 
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Veterans Health and the equivalent folks from the Services in 
DOD. 

Chairman Levin. Now, you two are political appointees. 

Secretary Mansfield. Yes, sir. 

Chairman Levin. Those under secretaries — are they political ap- 
pointees as well? 

Dr. Chu. They are political appointees. 

Secretary Mansfield. Yes. 

Dr. Chu. But the council, the JEC, is, thanks to your efforts, a 
statutory body. So whoever succeeds, either acting for or confirmed 
by the Senate, will succeed to that responsibility. The career staff 
understands that this agenda has to go forward using this mecha- 
nism. 

Secretary Mansfield. Under secretaries in the VA are political 
appointees. 

Chairman Levin. Would you make sure that the career staff not 
just tells your successors, assuming that you’re not reappointed, 
about this, but that somehow or other, can they be acting during 
a period that there is a gap? 

Secretary Mansfield. Sir, the career staff, the leading senior ca- 
reer staff in each agency, are heavily involved in this and under- 
stand very well the need for them to be included. 

Chairman Levin. Are they authorized to meet during a transi- 
tion period without you? 

Secretary Mansfield. As part of the JEC? 

Chairman Levin. Yes. 

Dr. Chu. I see no reason why they could not. I don’t want to get 
in the general counsel’s way here on the Vacancies Act issue, but 
I see no reason that those performing the duties of these officials, 
which would be the last resort, could not in fact convene a meeting. 

Chairman Levin. Will you let us know whether that can happen? 

Dr. Chu. I will do that, sir. 

Chairman Levin. If it can’t happen, let us know what would be 
required to make that happen legislatively? 

Secretary Mansfield. We will provide that information, sir. 

Chairman Levin. That would be great. Thank you. 

Secretary Geren, last week you announced a program called the 
Wounded Warrior Education Initiative. Could you tell us what 
that’s about? 

Secretary Geren. Yes, sir. We announced it at Leavenworth, KS. 
In September, the chancellor of the University of Kansas came to 
meet with me and with Dr. Gates to propose an initiative where 
Leavenworth would partner with Kansas University in developing 
a graduate degree program for wounded warriors, for specifically 
wounded warriors. It’s a program where the wounded warriors 
would either stay on Active Duty or, if they have left Active Duty, 
be supported in some type of an internship role, attend a 2 years 
master’s program at Kansas University, then return to the military 
and serve in either a teaching capacity or a support capacity at our 
colleges at Leavenworth. 

It is a very innovative program, and we were able to work with 
Kansas over a period of just several months and pull it together, 
and last week we announced that we have eight soldiers accepted 
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into the program; we hope to build on it. I think it’s a model that 
could be used elsewhere. 

Chairman Levin. Yes, if it works I assume you will expand it. 

Secretary Geren. Yes, sir. 

Chairman Levin. Now, some have proposed giving veterans a 
plastic card that they could take to any health care provider to pay 
for their health care. Can you give us your view on that proposal, 
Secretary Mansfield? 

Secretary Mansfield. I don’t think it’s a good idea. 

Chairman Levin. Why is that? 

Secretary Mansfield. The VA is set up to be able to be the pri- 
mary care provider for the individuals in the system and keep 
track of what their needs are and follow them throughout the sys- 
tem. Part of what you’re looking at is taking us away from that, 
where we wouldn’t know what’s going on with the care, what the 
quality is, what they need, what they don’t need. 

The other part of it is it would make us in effect a insurer, a 
Medicare-type payor for the system, and I don’t know what kind of 
a requirement we would have for the back office, that we’d have 
to replicate the Medicare system to get the bills; figure out what 
the bills are; whether they were reasonable or not; whether the 
treatment was reasonable; and then make a payment. 

Chairman Levin. Do veterans groups generally favor this kind of 
approach, do you know, or not? 

Secretary Mansfield. I don’t think they do favor it, sir. I think 
they would look at it as starting to unravel the VA. As was men- 
tioned here earlier, we now have reached a point where we are re- 
garded as providing pretty good care and taking pretty good care 
of these individuals that are in our system. 

Chairman Levin. One of you mentioned the electronic health 
record system which we’re trying to develop between the two enti- 
ties. I’ve forgotten, was it Dr. Chu? Were you doing it? You made 
that reference? What’s the timetable for that? 

Dr. Chu. Sir, we anticipate by the end of this year having all ex- 
isting electronic information interchangeable — viewable, as I un- 
derstand the computer community phrase it — between the two in- 
stitutions, so if you are a VA doctor you can see the DOD record 
and vice versa. We already have the pharmacy data at that stage. 
We have the laboratory data to that stage, the first discharge sum- 
maries to that stage, et cetera. 

It’s a very significant project. It’s been ongoing for a number of 
years. The recent Senior Oversight Committee effort has given 
extra energy to it and I think we’ll get to that goal by the end of 
this year. 

It doesn’t necessarily make the data, as the computer community 
would phrase it, computable. In other words, you can’t manipulate 
it inside the program. I can look at it. For that, eventually what 
we need to do is have a common electronic health record between 
the two Cabinet agencies, and we are committed to doing that. 
That is a multi-year project. That’s not going to be overnight. It al- 
lows us to replace our aging existing inpatient electronic records. 

We do have in DOD a worldwide, essentially web-based, although 
that’s not actually the vehicle used; it’s on servers that we control, 
the outpatient electronic record now, which is part of what we’re 
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making available to the VA physicians for outpatient treatment. 
But we need to modernize our inpatient software, replace it basi- 
cally. The VA eventually will have the same need. So we are com- 
mitted jointly. The first exploratory effort has begun getting to that 
common, essentially identical, electronic health record for the fu- 
ture. But that is a multi-year project. 

Chairman Levin. If it’s an identical record, then each agency 
would be able to add to that record? 

Dr. Chu. Exactly. 

Chairman Levin. Manipulate the information. 

Dr. Chu. Manipulate the information, and DOD’s ambition is to 
mirror for that what we can now already for ourselves do for out- 
patients, which is wherever you are, at least in theory, I can call 
up what’s been done to you as an outpatient, on an outpatient 
basis. That’s important because our people move around the world 
so much. So we don’t want something that’s site specific in char- 
acter. These data are now on servers that allow worldwide access. 

Chairman Levin. Did we require that by law? 

Dr. Chu. You required in statute that we make it interoperable. 

Chairman Levin. But not the second step? 

Dr. Chu. Not the second step. It’s a multi-year project. We will 
be coming to you in this and future budgets. 

Chairman Levin. But we haven’t already mandated it? 

Dr. Chu. I don’t believe so, sir. 

Chairman Levin. You and I both used the word “manipulate” 
and I think we have to find a different verb. 

Dr. Chu. Yes, sir. They like to say “computable.” 

Chairman Levin. Yes. I shouldn’t use that word because some 
people would understand that to be a pejorative word, that we are 
somehow or another manipulating data for some nefarious purpose. 

Dr. Chu. No nefarious purpose intended. 

Chairman Levin. No, no. I used the word, too. But I don’t know 
what the new verb is. “Computable,” is that it? 

Dr. Chu. “Computable” is my understanding. 

Chairman Levin. Make it computable. 

Okay. I think Senator Chambliss, yes, Senator Chambliss, you 
are next. 

Senator Chambliss. Thank you very much, Mr. Chairman. 

Gentlemen, thank you, first of all for being here, and for your ex- 
cellent testimony this morning. But thank you for what you do. 
Thank you for being concerned about our brave men and women 
who wear the uniform. 

Also please convey our thoughts and prayers to the Secretary. 
Gee, Pete — what did you do to him over there? Rough morning at 
the Pentagon. Actually, it was pretty slippery in my neighborhood, 
too. Tell him we’re thinking about him. 

Let me thank all of you for your efforts over the last year to im- 
prove health care and transition programs for our wounded war- 
riors. I’ve personally seen how the WTUs and our health care pro- 
fessionals have made great strides in caring for and treating our 
wounded servicemembers. I have been to both Fort Gordon and 
Fort Benning, where I’ve seen firsthand what is happening with re- 
spect to our men and women who are coming back with injuries. 
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We are doing a great job of helping them reintegrate into the 
military and the community, and I appreciate the hard work each 
of you has done to get us to this point. 

I note in Secretary England’s statement that he focuses on the 
recovery coordination program. This program is designed to iden- 
tify and integrate care and services for wounded servicemembers, 
veterans, and their families. Establishing recovery coordinators to 
serve as the patient and family single point of contact during their 
recovery and transition period was discussed in the number one 
recommendation of the Dole-Shalala Commission, and I’m pleased 
to see that the Department is taking steps to implement this very 
important recommendation. 

Training for the recovery coordinators is obviously very impor- 
tant if they are going to perform their jobs effectively. Augusta, 
GA, has developed a very unique collaboration in the area of 
wounded warrior care. The City of Augusta is home to the Eisen- 
hower Medical Center at Fort Gordon, formerly operated under the 
great leadership of General Schoomaker. We miss you there, but 
your successor General Bradshaw is certainly doing a great job. 

What I am going to talk about here and ask you about is some- 
thing that began under your leadership, and we thank you for your 
continued attention to the care for our wounded warriors. 

It is also home to the Charlie Norwood VA Medical Center and 
the Medical College of Georgia, particularly the school of nursing. 
These three institutions are already collaborating in the treatment 
of wounded warriors and the Charlie Norwood VA Center hosts the 
only Active Duty rehab facility for military personnel in a VA med- 
ical center. The Medical College of Georgia School of Nursing has 
an existing program for training and certifying clinical nurse lead- 
ers. These clinical nurse leaders are basically the civilian equiva- 
lent of DOD’s wounded warrior recovery coordinators and perform 
many of the same tasks. 

As a means of extending the collaboration and treatment of 
wounded warriors in the Augusta area, the Medical College of 
Georgia School of Nursing has proposed a short certificate program 
which would take advantage of classes and faculty already avail- 
able in their clinical nurse leader program to help train and certify 
DOD’s recovery coordinators. I understand from the statements of 
several of you that DOD is conducting some training, including 
web-based training, for your recovery coordinators. But I’m won- 
dering if you would consider taking advantage of this proposal that 
the Medical College of Georgia is offering, to determine if it could 
be an effective means of helping to train your recovery coordinators 
and if it would provide a value-added addition to the Department’s 
establishment of a wounded warrior recovery program. 

I’ll direct that to whoever wants to respond first, but Dr. Chu, 
Mr. Secretary. 

Dr. Chu. Yes, sir. We always value new ideas. We’d be delighted 
to look at this one. 

Secretary Mansfield. Sir, I would add that it’s interesting you 
mentioned Fort Gordon, because we have at the present time a pro- 
gram with VA and DOD that goes back I think to 2004, where the 
VA is actually doing rehab for Active Duty soldiers down there. So 
that cooperative effort is already in place down there, and we can 
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look at going forward and, as Dr. Chu mentioned, doing something 
new and better. 

Senator Chambliss. Anyone else have a comment? [No response.] 

I know that the personnel at the Medical College of Georgia 
School of Nursing would be willing to modify their proposal in 
order to meet any specific training requirements, as well as the 
necessary timeframe that DOD might require for training their re- 
covery coordinators, and whatever will be helpful to the Depart- 
ment and the college from a discussion standpoint. These folks are 
ready and willing to offer any services necessary. 

General Schoomaker, you know firsthand the great job that Dr. 
Romm and the folks over at the Medical College do, as well as the 
folks at the VA Medical Center. I’ve had the pleasure of visiting 
many of our patients there at the VA Center over the last several 
years. The work that we are doing, particularly with our severely 
injured soldiers, is truly amazing there. Thanks again, General 
Schoomaker, for your leadership and role at Eisenhower in estab- 
lishing it as certainly the premier in my opinion recovery unit for 
our wounded warriors out there. 

General Schoomaker. Thank you, sir. Frankly, I get the credit 
for the terrific work of a team at the Augusta VA Medical Center 
and at Eisenhower. We had a very farsighted group in both com- 
munities who recognized very early in the war the nature of the 
injuries that our soldiers, sailors, airmen, and marines were suf- 
fering. The long experience that the Augusta VA Medical Center 
and many VAs throughout the system have in rehabilitative medi- 
cine, especially with blind and deaf and TBI and PTSD, which Sec- 
retary Mansfield has talked about already, I think was resident 
within those communities, and they reached out to us, just as we 
reached to them, and we continue to have a very collegial and coop- 
erative relationship. 

It’s important to note that this was built on a relationship of co- 
operative agreements that go back in neurosurgery, that go back 
in cardiothoracic surgery between the two organizations, which set 
the framework for what you have there today. 

We really truly appreciate the support that you have given to 
this, that Senator Isakson has given, that Congressman Norwood, 
the late Charlie Norwood, gave to it, and now Congressman Broun 
gives to it. 

Senator Inhofe said something earlier that I think is very impor- 
tant and that is that his own — the revelation, the epiphany that he 
has experienced in going back into the VA system and seeing that 
this is such a high quality system. That insight, frankly, is one 
that all of our soldiers and their families need to recognize. Rela- 
tionships such as we have at the Augusta VA Medical Center, but 
all our polytrauma units, if you’ve been to see them, tell us every 
day as well — it allows our soldiers and families, even if they come 
back into uniform, fully recovered and rehabilitated, it gives them 
an insight into what the VA medical system provides for them and 
much greater confidence through working knowledge of the VA. So 
these kinds of relationships are just absolutely fundamental. 

Thank you, sir. 

Senator Chambliss. Thank you, Mr. Chairman. 

Chairman Levin. Senator Chambliss, thank you. 
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Senator Warner. 

Senator Warner. Thank you, Mr. Chairman. 

The Army really has on its own initiative established this war- 
rior transition brigade. As I understand it, this fine officer was in- 
troduced as the brigade commander, is that correct? 

General Schoomaker. Yes, sir. He’s the first brigade commander 
for the WTU. Colonel McKendrick is the commander of the only 
brigade within the WTUs. We have 34 other WTUs at the battalion 
and company level. 

Senator Warner. They’re staffed accordingly to the need in that 
geographic jurisdiction? 

General Schoomaker. Exactly, sir, on a standard Army docu- 
ment that provides staff in accordance with the number of patients 
and the severity of patients. 

Senator Warner. Then, General, do you find it desirable if Con- 
gress were to recognize this in legislation at all? Or do you prefer 
to just leave it as it is right now? 

General Schoomaker. I guess, sir, I need a little clarification as 
to how Congress wants to recognize it. 

Senator Warner. Well, now, wait a minute. I’m not suggesting 
that Congress move in. This is an Army initiative. 

General Schoomaker. Yes, sir. 

Senator Warner. It’s working. You may not need anything in 
there by Congress. But every now and then organizations need a 
little structural recognition in the law to stay alive after passage 
of time and other priorities begin to encroach on Army needs and 
so forth. 

General Schoomaker. Yes, sir. I believe in the National Defense 
Authorization Act for Fiscal Year 2008 you gave us the right struc- 
ture and the right imperative, without giving us such directive ra- 
tios of soldiers and patients, that we have the latitude to really 
make the judgments that we need to make, sir. 

Senator Warner. Now, what about your staffing? Are you look- 
ing for volunteers to take this on? Is it career-enhancing? As you 
well know, that has to be somewhere in the residual recesses of 
every Army mind as he or she is moving up: Is this assignment 
going to help me move on to my next goal in the Army? 

General Schoomaker. Yes, sir. What we have done is, first of all 
we have codified the units in Army doctrine so that they have all 
of the necessary administrative tools to have an enduring presence 
within the Army. We have funded them. The Army has stepped for- 
ward very aggressively and put manpower against them. Despite 
a war and the challenges of deploying soldiers, they have placed 
2,500 soldiers against them and these are not traditional medics. 

What we see happening is that these positions represent for the 
cadre that fill those roles an opportunity for them to take a knee 
from constant deployment or recruiting duties or training duties 
and other things. We’ve also put special pays in for the NCO lead- 
ership. These are all signs that these are important jobs for the 
Army, and I think the visibility it’s given for the senior Army lead- 
ership and the emphasis that the Chief of Staff and the Secretary 
have given to this I think are all signs of the importance. 

Senator Warner. What about Reserve and Guard members? 
They will be on equal par? 
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General Schoomaker. They are, sir. 

Senator Warner. Do you have a quota for so many regular Army 
and so many who are Army reservists and so forth? 

General Schoomaker. Absolutely, sir, to mirror the composition 
of the WTUs, so guardsmen and reservists are also present there, 
especially because of the special needs of the Guard and Reserve 
with respect to administrative and pay and travel issues and the 
like. 

Senator Warner. Let’s go back to the family support, the par- 
ents, the spouses, and so forth. Do they have access to this organi- 
zation to help get support? 

General Schoomaker. Oh, yes, sir. Of course, the Army family 
is one of the cornerstones of the Army. We feel very strongly about 
the need to support our families. We have created Soldier and 
Family Assistance Centers at every one of our sites. 

Senator Warner. But is this brigade also part of that infrastruc- 
ture that the families can access? 

General Schoomaker. Oh, absolutely, sir. 

Senator Warner. The wife, parent, can walk right in and say, 
look, my soldier husband or son is just not able to get here today; 
I want to try to get this for him, and so forth? 

General Schoomaker. Yes, sir. The nurse case managers that 
are providing administrative oversight of the needs of that soldier 
I think also provide ingress for that. 

Have I depicted that correctly there? 

Secretary Geren. Yes, sir. 

Senator Warner. You’re satisfied that the budget and everything 
else is adequate to help the family members as they try to continue 
their roles of support for their spouses or sons as the case may be? 

General Schoomaker. Yes, sir. As we’ve identified challenges to 
these families to travel, for example, or to be there, be present and 
provide support for a wounded son or daughter or husband or wife, 
even non-marriage, non-medical attendance, we have reached out 
to them and have found the necessary funds to support their travel 
and presence. 

Senator Warner. To our distinguished Secretary of Veterans Af- 
fairs, indeed I look back over your personal record of achievements. 
You’ve certainly served this Nation well. Thank you for continuing, 
Secretary Mansfield, in your role today. 

Secretary Mansfield. Thank you. 

Senator Warner. Have we covered here this morning — some of 
us in the course of votes missed some testimony — the disability rat- 
ing for servicemembers, the pilot program? Have you testified 
about that this morning? 

Secretary Mansfield. We talked about it generally, sir. The pilot 
started. It’s up and running. We’ve had the first case run through 
the system. It’ll be running until November and we’ll be taking 
periodic looks at it. 

Senator Warner. So that the record this morning has adequate 
testimony with regard to that very important program? 

Secretary Mansfield. I believe so, sir. 

Dr. Chu. Yes, sir, I agree. 

Senator Warner. Thank you very much. 
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How about the improvements in the DOD disability evaluation 
system? Have we covered that adequately this morning? 

Dr. Chu. Yes. That’s part and parcel of the same effort. 

Senator Warner. All right. Mr. Chairman, I think you’ve con- 
ducted a very good hearing this morning. I have seen part of it. 

Secretary Geren. Mr. Chairman, could I just make one point in 
response to Senator Warner? 

Chairman Levin. Please, Secretary Geren. 

Secretary Geren. When the legislation was being developed for 
the Wounded Warrior Act there were those, many of them who 
were in the other body, that did advocate a fairly prescriptive ap- 
proach to setting ratios and using statutes to set up these WTUs 
or systems to meet the needs of wounded warriors. We worked with 
this committee and you gave us the kind of flexibility that we felt 
was very important for us to be able to shape these units so that 
they were able to adjust to the dynamic situation that they’re 
asked to work in. We appreciate very much how this committee 
worked with us and provided us that kind of flexibility. 

We think that’s one of the success stories in this legislation that 
you passed — it gives these Army leaders the opportunity to be 
somewhat entrepreneurial. They did create this in a very short 
time out of whole cloth, a totally different approach, and they con- 
tinue to adjust it. They continue to make improvements. 

General Schoomaker talked about this task force that he’s head- 
ing up to look at how we start accommodating the needs of some 
of these soldiers who are particularly vulnerable, that have all been 
brought together in these WTUs. He will continue to fine-tune this, 
as well as General Tucker and the others that are working in the 
area. So the flexibility that you gave us, I think, is very important 
as we shape this over the coming years, and we appreciate very 
much how you’ve given these great Army leaders the opportunity 
to be entrepreneurial, to do something that has not been done be- 
fore. It’s a work in progress today, great progress, but a work in 
progress. 

Senator Warner. The group of Army veterans — actually they’re 
Active Duty — is almost 10,000; is that correct? 

Secretary Geren. Yes, sir. In the WTUs? 

Senator Warner. Yes. 

Secretary Geren. That’s Active, Guard, and Reserve, but they’re 
all currently on Active Duty. It’s about 9,600 right now. 

Senator Warner. These, they go all the way from where they’re 
still getting treatment to this transition group, trying to integrate 
them back into the U.S. Army and find an MOS and a responsi- 
bility that they can fulfill the Army commensurate with such limi- 
tations as they might have as a consequence of their wounds; is 
that correct? 

Secretary Geren. Yes, both to give them the opportunity and 
prepare them to return to duty or, if they’re going to transition to 
civilian life, to make sure that they are well-equipped to be produc- 
tive citizens and anything we can do to prepare them for that. 

Senator Warner. A number of these are accessing health care 
both within the regular Army and accessing it within the veterans 
organization; is that correct? 

Secretary Mansfield. That’s correct, sir. 
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Senator Warner. You’ve worked out a system where that can be 
done. 

These are really dramatic changes, Mr. Chairman, in the small 
period of a year’s time. You’re to be commended, each and every 
one of you. 

Dr. Chu, in the old Navy we used to get a red hash mark for 
every couple of years of service. How many years of service have 
you been coming before this committee? 

Dr. Chu. If I include my prior service, with my break in service 
here, it’s getting close to 20 years. 

Senator Warner. 20 years. 

Chairman Levin. How many Purple Hearts have you been 
awarded — [Laughter.] 

Senator Warner. For wounds inflicted by Congress. [Laughter.] 

Chairman Levin. I hadn’t finished the sentence, but he got it. 

Senator Warner. That’s quite a record, Dr. Chu. 

Dr. Chu. Thank you, sir. 

Senator Warner. That’s quite a record. 

Give your Secretary our best. Tell him you stood in very well for 
both the Deputy and Secretary Gates. All of us went home on that 
ice last night. It’s an experience. It could happen to anybody. 

Chairman Levin. Give our best to Secretary Gates. Tell Sec- 
retary England we didn’t miss him, you did fine. That will make 
his day, I’m sure. 

Secretary Geren, you made reference to flexibility. We did work 
with you very closely to give you flexibility and I think you and the 
others understand that that flexibility goes to how you accomplish 
the requirements, not whether the goal is achieved. I think it was 
the right thing to do and we’re more than happy to work with you, 
because we think you and the other witnesses and the Department 
are as determined as we are to get these changes made. So that’s 
what we’re relying on. That’s what our troops are relying on, and 
their families. 

We thank you for your testimony. We thank the soldiers for their 
service, for coming here this morning, and their families for the 
kind of support that they give, which is so essential to these pro- 
grams working. 

With that, we will stand adjourned. 

[Questions for the record with answers supplied follow:] 

Questions Submitted by Senator Robert C. Byrd 

MEDICAL TREATMENT FACILITIES 

1. Senator Byrd. Secretary Chu, Public Law 110-28 requires the Department of 
Defense (DOD) to inspect and develop standards for medical treatment facilities 
(MTFs), and for medical hold and medical holdover personnel housing. Secretary 
England’s prepared testimony suggests that these standards were developed and the 
facilities were inspected. When can Congress expect to see a copy of the standards 
developed by the DOD? 

Dr. Chu. The Department already maintains standards for MTFs, and established 
standards for medical hold/holdover housing in September 2007. The inspections are 
complete, and the first Department consolidated summary inspection report, which 
includes a summary of the DOD standards for MTFs and medical hold/holdover 
housing, will soon be transmitted. 

2. Senator Byrd. Secretary Chu, the same legislation required that not later than 
180 days after the date of the enactment, which was May 25, 2007, and annually 
thereafter, the Secretary of Defense shall inspect each facility of the DOD as follows: 
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Each military MTF; each military quarters housing medical hold personnel; and 
each military quarters housing medical holdover personnel. Secretary England’s pre- 
pared testimony states that each facility already has been inspected. Has each facil- 
ity been inspected to the standards developed by the DOD? 

Dr. Chu. Yes. Each of the military Services has completed its inspections to the 
DOD standards. 

3. Senator Byrd. Secretary Chu, were deficiencies noted during these inspections? 

Dr. Chu. Due to a substantial commitment of resources over the last year, urgent 

deficiencies have been corrected; and the inspections found that all MTFs providing 
care to wounded servicemembers and quarters housing medical hold and medical 
holdover personnel meet the DOD standards for maintenance and operation. 

4. Senator Byrd. Secretary Chu, what were the principal types of deficiencies 
noted? 

Dr. Chu. The primary type of deficiencies noted and corrected concerned accessi- 
bility requirements. 

5. Senator Byrd. Secretary Chu, when can we expect to begin seeing these reports 
as required by the law? 

Dr. Chu. The DOD’s first consolidated summary inspection will soon be trans- 
mitted. 

6. Senator Byrd. Secretary Chu, given the deficiencies reported last year, has the 
cost of correcting deficiencies identified during the standards inspections been in- 
cluded in the fiscal year 2009 DOD budget request? 

Dr. Chu. With regard to housing for medical hold and holdover personnel, the cor- 
rection of urgent deficiencies has been funded with the fiscal year 2007 and fiscal 
year 2008 operations and maintenance (O&M) appropriations. However, the military 
Services consider much of the current housing for medical hold and holdover per- 
sonnel to be an interim solution. Accordingly, the President’s fiscal year 2008 mili- 
tary construction budget request included two new wounded servicemember bar- 
racks for the Marine Corps at Camp Pendleton, CA, and Camp Lejeune, NC. The 
Department is grateful for congressional support and approval of these important 
projects. The President’s fiscal year 2008 global war on terror military construction 
budget request included seven Army Medical Action Plan (AMAP) projects, two of 
which had Warrior in Transition (WT) barracks: Fort Riley, KS, and Fort Drum, 
NY. The Department is assessing the need for additional AMAP military construc- 
tion projects in future budget requests. 

Regarding MTFs, the correction of urgent deficiencies has been funded with fiscal 
year 2007 and fiscal year 2008 O&M appropriations. The inspections did not include 
a comprehensive assessment of the aging environments at these MTFs and how 
they compare to those of civilian world class facilities. The Department is assessing 
the need for additional medical military construction projects in future budget re- 
quests to provide world class healing environments in a new era of health facilities 
that improve clinical outcomes, patient and staff safety, and operational efficiencies. 
The President’s fiscal year 2008 global war on terror budget request did include 
funding to accelerate construction and enhance clinical capabilities in support of our 
wounded servicemembers at the new Walter Reed National Military Medical Center, 
Bethesda, MD, and new Fort Belvoir Community Hospital, VA. It also included a 
Burn Rehabilitation Center project for our wounded servicemembers at the new San 
Antonio Military Medical Center, TX. 

7. Senator Byrd. Secretary Chu, in the development of standards for the mainte- 
nance and operation of military medical facilities, Congress intended to ensure that 
military medical facilities meet generally acceptable standards for the maintenance 
and operation of such facilities or quarters, as the case may be; and, where appro- 
priate, standards under the Americans with Disabilities Act of 1990; and that they 
be developed at the earliest date practicable to ensure that our service men and 
women receive the care they have earned. 

Please explain the nature of concrete progress made in meeting these require- 
ments, and, again, when can Congress begin to see the routine flow of reports from 
the medical services of the DOD detailing deficiencies as well as steps that the DOD 
is taking to correct them? 

Dr. Chu. The DOD already maintains standards for MTFs, and DOD established 
standards for medical hold/holdover housing in September 2007. The inspections are 
complete, and the Department’s first consolidated summary inspection report, which 
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includes a summary of DOD standards for MTF s and medical hold/holdover housing, 
will be submitted to Congress shortly. 

The Department made a substantial commitment of resources over the last year 
to correct urgent deficiencies (mostly to meet accessibility requirements). The in- 
spections found that all MTFs providing care to wounded servicemembers, and quar- 
ters housing medical hold and medical holdover personnel meet DOD standards for 
maintenance and operation. If further inspections reveal any major deficiencies, the 
reports will be submitted in accordance with the National Defense Authorization Act 
for Fiscal Year 2008 (Public Law 110-181), sections 1648 and 1662. 


Questions Submitted by Senator Joseph I. Lieberman 

BEHAVIORAL HEALTH PROVIDERS 

8. Senator Lieberman. Secretary Geren, the shortage of behavioral health care 
providers in the United States is well-documented, in both the military and civilian 
sectors. However, the acute mental health needs of many servicemembers are exac- 
erbating the shortages of uniformed behavioral health providers within the DOD. 
In turn, this shortage poses a significant barrier to adequately addressing problems 
with identification of mental health problems, such as Post-Traumatic Stress Dis- 
order (PTSD), and access to appropriate Services. I am currently working with Sen- 
ator Boxer to introduce legislation that ensures that each of the Services has the 
necessary financial incentives to recruit and retain uniformed behavioral health pro- 
viders, which are especially critical given our current deployment and stateside be- 
havioral health needs. Are there specific authorizations that the Department cur- 
rently does not have, but that would assist, in recruiting and retaining uniformed 
behavioral health professionals? 

Secretary Geren. The passage of the National Defense Authorization Act for Fis- 
cal Year 2008, specifically section 661 (Consolidation of Special Pay, Incentive Pay 
and Bonus authorities of the Uniformed Services), provides a degree of flexibility 
which will be helpful. Section 661 appears to provide sufficient authority to institute 
the recruitment and retention programs, and we will work with the DOD to imple- 
ment them. We will need to evaluate these programs as they progress. If our anal- 
ysis indicates that the new legislative authorities are not effective, we will work 
with Congress to develop additional solutions. 

9. Senator Lieberman. Secretary Geren, what steps has the Department taken to 
retain uniformed behavioral health providers in each Service and what analyses 
have been conducted to determine how many additional uniformed Service providers 
are needed? 

Secretary Geren. The Army has received authorization for and implemented the 
Critical Skills Retention Bonus (CSRB) for Clinical Psychologists at a rate of 
$13, 000/year for 2 years or $25, 000/year for 3 years. Additionally, the Health Profes- 
sions Loan Repayment Program is available for the retention of 20 Clinical Psy- 
chologists and 20 Social Workers at the current rate of $38,437 per year. Social 
Workers in the grade of captain are eligible for the Army CSRB at the rate of 
$25,000 for a 3-year Active Duty service obligation. Psychiatrists who execute a 
multi-year special pay contract (extending their Active Duty service obligation) are 
paid at the rates of $17, 000/year for a 2-year contract, $25, 000/year for a 3-year con- 
tract and $33, 000/year for a 4-year contract. 

The Army performs regular force management analyses of operational forces as 
part of the Total Army Analysis. In Theater, the Army has taken the additional step 
of reviewing the quantity and distribution of mental health assets as part of the an- 
nual Mental Health Advisory Team (MHAT) assessments. The Army uses the Auto- 
mated Staffing Assessment Model (ASAM) to determine appropriate staffing re- 
quirements in our military treatment facilities (MTFs). Our manpower experts sig- 
nificantly revised the ASAM 2 years ago to reflect the additional psychological 
stresses on soldiers and their families as a result of the war. This revision led to 
increased requirements for behavioral health providers. Additionally, in the spring 
of 2007 the Army Medical Command queried each MTF to identify shortfalls in be- 
havioral healthcare staffing requirements. This afforded hospital commanders the 
opportunity to validate ASAM-recommended levels or identify additional needs. 

10. Senator Lieberman. Secretary Geren, given deployment needs, to what extent 
is the Army focused on recruiting and retaining uniformed behavioral health profes- 
sionals rather than civilian providers? 
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Secretary Geren. We are equally focused on recruiting and retaining both uni- 
formed and civilian providers. The military and civilian mix within the Army’s be- 
havioral health community is the result of many deliberate processes. The military 
authorizations present in our deploying units are carefully developed, reviewed, and 
codified in our Tables of Organization and Equipment. The military authorizations 
in our fixed facilities are also derived by a deliberate process. To focus on military 
or civilian providers to the detriment of the other is unhealthy for our total team. 
We continue to pursue all actions to recruit and retain to 100 percent of our military 
authorizations while at the same time recruiting and retaining civilians. 

MILITARY TREATMENT FACILITIES 

11. Senator Lieberman. Secretary Chu, my staff has been traveling to military 
installations across the country to assess medical and behavioral health needs and 
resources in the system. It is evident from their visits that there is a growing strain 
on our military health care system. In particular, the reduction in uniformed health 
care providers appears to be placing a distinct strain on the military health care 
system because of the dual deployment and stateside staffing requirements within 
MTFs of personnel. This appears to have created an overreliance in many specialties 
on contracted providers. 

What models has DOD and each of the Services used in determining uniformed, 
government service, and contractor staffing requirements for MTFs? Have these 
models been adjusted for peacetime and wartime requirements, and for the demo- 
graphic changes in the forces? 

Dr. Chu. Service and local level medical administrators apply models that work 
best for their settings, mission requirements, and available military and local as- 
sets. 

A recent DOD-level initiative developed a specific model for staffing of mental 
health providers across the Services that is currently being validated by the Center 
for Naval Analyses. This population- and risk-based model accounted for multiple 
factors in making recommendations for the number and types of mental health pro- 
viders at MTFs. The specific factors included: 

• number of Active Duty (AD) members 

• number of family members and percentage that use military providers 

• number of other eligible beneficiaries 

• number of individuals at an MTF with a diagnosis of PTSD 

• average number of mental health (MH) visits per year of those with 

PTSD diagnoses 

• number of AD members to be deployed in the next year 

• number of accredited psychology training programs in MTFs in the area 

• number of accredited psychiatry training programs located in MTFs in 

the area 

• number of MH techs assigned to inpatient psychiatric units 

• number of MH nurses assigned to inpatient psychiatric units 

• number of social workers primarily assigned to inpatient psychiatric 

units 

• number of psychologists assigned to inpatient psychiatric units 

• number of psychiatrists primarily assigned to inpatient psychiatric units 

12. Senator Lieberman. Secretary Chu, what proportion, Department-wide and 
for each of the Services, of the health care work force is comprised of General Sched- 
ule employees, contractors, and uniformed providers? How do the proportions differ 
from previous years? 

Dr. Chu. We have sound data on government civil servants and uniformed per- 
sonnel. Contractors are locally controlled and based on budget so, although we sus- 
pect an increase of contractor full-time equivalents (FTEs) we do not have reliable 
centralized numbers. The proportion of government civil servants has increased 
from 26 percent to 30 percent. At the same time, the combined numbers have gone 
from 156,609 to 156,409. 
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Proportion of Active Duty (AD) Military Medical to 
Defense Health Program (DHP) Civilian FTEs 



Fiscal 

Year 

(FY) 

2002 

m 

Ella 


Ifl 



DoD AD 

11 6,1 03 

117,914 

119,117 

116,200 

116,485 

1 10,260 

DoD Civilian 

40,506 

41,942 

41,853 

42,013 

43,246 

46,149 

Total 

156,609 

159,856 

160,970 

158,213 

159,731 

156,409 

DoD AD 

74% 

74% 

74% 

73% 

73% 

70% 

DoD Civilian 

26% 

26% 

26% 

27% 

27% 

30% 


Notes: 

1 . AD military personnel are actual on board across entire Department as of September 30, 

2007 

2. Number of DHP Civilian FTEs reported only for those working in military health system fixed 
facilities as of September 30, 2007 

3. Number of Civilian FTEs include both medical and non-medical personnel funded by 
the DHP 

13. Senator Lieberman. Secretary Chu, how has core funding to staff MTFs been 
allocated, Department-wide and for each of the Services, to support uniformed pro- 
viders, General Schedule employees, and contractors? 


Budget Activity Group 1 - In-House Care - Total Obligations ($000s) 

Fiscal FY 

Year 1998- 



(FY) 1998 

FY 1999 

FY 2000 

FY 2001 

FY 2002 

FY 2003 

FY 2004 

FY 2005 

FY 2006 

FY 2007 

2007 

Army 

1,554,628 

1,568,421 

1,716,501 

1,861,465 

2,080,832 

2,340,514 

2,570,716 

3,092,826 

3,365,059 

3,600,997 

131.6% 

Navy 

902,502 

895,786 

916,496 

1,039222 

1,159,600 

1,204,930 

1,319,869 

1,609,179 

1,783,487 

1,864,478 

106.6% 

Air Force 

893,584 

930,530 

935.937 

1,017,391 

1,143,722 

1,218,518 

1,288,554 

1,557,619 

1,665,250 

1,799,651 

101.4% 

Total 

3,350,714 

3,394,737 

3,568,934 

3,918,077 

4,384,154 

4,763,962 

5,179,138 

6,259,624 

6,813,796 

7,265,126 

116.8% 
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1998- 


FY 1998 

FY 1999 

FY 2000 

FY 2001 

FY 2002 

FY 2003 

FY 2004 

FY 2005 

FY 2006 

FY 2007 

2007 

Army 

333,772 

315,587 

340,958 

333,547 

282,689 

351,736 

382,834 

648,740 

711,844 

732,456 

119.4% 

Navy 

233,904 

157,213 

134,411 

134,390 

181,800 

223,448 

251,734 

373,395 

458,121 

488,631 

108.9% 

Air Force 

100,404 

115,528 

94,463 

48,996 

78,271 

98,998 

90,998 

263,740 

374,987 

506,968 

404.9% 

Total 

668,080 

588.328 

569,833 

516,933 

542,760 

674,183 

725,566 

1,285,874 

1,544,952 

1,728,055 

158.7% 



Contract Obligations as a Percentage of Total In-House Care Obligations 





FY 1 998 

FY 1999 

FY 2000 

FY 2001 

FY 2002 

FY 2003 

FY 2004 

FY 2005 

FY 2006 

FY 2007 


Army 

21.5% 

20.1% 

19.9% 

17.9% 

13.6% 

15.0% 

14.9% 

21.0% 

21.2% 

20.3% 


Navy 

25.9% 

17.6% 

14.7% 

12.9% 

15.7% 

18.5% 

19.1% 

23.2% 

25.7% 

26.2% 


Air Force 

11.2% 

12.4% 

10.1% 

4.8% 

6.8% 

8.1% 

7.1% 

16.9% 

22.5% 

28.2% 


Total 

19.9% 

17.3% 

16.0% 

13.2% 

12.4% 

14.2% 

14.0% 

20.5% 

22.7% 

23.8% 
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Civilian Pay Obligations (5000s) 















1998- 


FY 1 998 

FY 1999 

FY 2000 

FY 2001 

FY 2002 

FY 2003 

FY 2004 

FY 2005 

FY 2006 

FY 2007 

2007 

Army 

707,653 

738,324 

793,401 

830,922 

905,048 

994,001 

1,075,873 

1,175,255 

1,299,759 

1,404,664 

98.5% 

Navy 

234,676 

256,866 

274,807 

284,970 

291,513 

312,182 

329,406 

347,372 

405,324 

454,744 

93.8% 

Air Force 

201,159 

199,507 

198,823 

196,555 

205,236 

217,515 

223,475 

225,641 

236,666 

259,170 

28.8% 


1,194,698 1,267,031 1,312,448 1,401,797 1,523,699 1,628,754 1,748,267 1,941,749 2,118,578 85.3% 


Total 


1,143,487 
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Civilian Pay Obligations as a Percentage of Total In-House Care Obligations 



FY 1998 

FY 1999 

FY2000 

FY 2001 

FY 2002 

FY2003 

FY 2004 

FY 2005 

FY 2006 

FY2007 


Army 

45,5% 

47.1% 

46.2% 

44.6% 

43.5% 

42.5% 

41.9% 

38.0% 

38.6% 

39.0% 


Navy 

26.0% 

28.7% 

30.0% 

27.4% 

25.1% 

25.9% 

25.0% 

21.6% 

22.7% 

24.4% 


Air Force 

22.5% 

21.4% 

21.2% 

19.3% 

17.9% 

17.9% 

17.3% 

14.5% 

14.2% 

14.4% 


Total 

34.1% 

35.2% 

35.5% 

33.5% 

32.0% 

32.0% 

31.4% 

27.9% 

28.5% 

29.2% 




Budget Activity Group 1 

- In-House Care • Civilian Full Time Equivalents (FTEs) (Direct and 
Reimbursable) 



FY 


FY 1998 

FY 1999 

FY 2000 

FY 2001 

FY 2002 

FY 2003 

FY 2004 

FY 2005 

FY 2006 

FY 2007 

1998- 

2007 

Army 

18.623 

17,384 

17,621 

17,928 

18,203 

19,040 

19,184 

19,869 

20,635 

21,637 

16.2% 

Navy 

6,199 

6,487 

6,396 

6,329 

6,302 

6,346 

6,245 

6,228 

6,575 

7,075 

14.1% 

Air Force 

5,287 

5,029 

4,777 

4,645 

4,572 

4,675 

4,460 

4,323 

4,385 

4,654 

-12.0% 

Total 

30,109 

28,900 

28,794 

28,902 

29,077 

30,061 

29,889 

30,420 

31,595 

33,366 

10.8% 


14. Senator Lieberman. Secretary Chu, to what extent has the medical system 
utilized recalled retirees? 

Dr. Chu. The Services medical systems are all utilizing voluntary retiree recall 
but none have used involuntary retiree recall. Voluntary retiree recall has been used 
predominantly for senior individuals who are in key positions, clinical or adminis- 
trative, and facing mandatory retirement. The numbers are small with the Army 
using the most, 165 since 2004. 

15. Senator Lieberman. Secretary Chu, would it be beneficial to extend the period 
of time for which they could voluntarily serve after being recalled to alleviate health 
care workforce shortages? 

Dr. Chu. Individuals under voluntary retiree recall serve to support contingency 
operations in which the Secretary of the Service authorizes the recall. Retired sol- 
diers are only mobilized for Active Duty to support a national emergency and the 
build-up of forces when personnel requirements cannot be met using Active per- 
sonnel, National Guard, or Reserve Forces. The mobilization and recall of retired 
soldiers normally requires the approval of the Secretary of the military department. 
When the campaign ends, the recall will be ended. Most retiree recalls during this 
contingency have committed to serving for 2 years. At the end of that tour, some 
have extended. We have not had problems related to tour lengths being too short. 


WARRIOR TRANSITION UNITS 

16. Senator Lieberman. General Schoomaker, I recently learned about your ef- 
forts to investigate a series of deaths that have occurred in warrior transition units 
(WTUs), which you believe may be related to drug and/or alcohol overdoses. Many 
of the young men and women assigned to WTUs are convalescing after serious phys- 
ical and psychological injuries, and are not only using prescription drugs, but also 
abusing them in conjunction with other substances, such as illegal drugs and alco- 
hol. The WTUs are already playing a critical role in efficiently addressing the needs 
of servicemembers with significant injuries. However, their work is especially com- 
plicated because, in many cases, they serve a high-risk population because of the 
nature and complexity of the injuries; therefore, I applaud your efforts to examine 
this issue further and then to put into place necessary safeguards to address any 
problems that may be uncovered. How will the investigation be conducted? 

General Schoomaker. The Army established a cross-functional Tiger Team con- 
sisting of psychologists, psychiatrists, physicians, pharmacists, nurses, safety ex- 
perts, criminal investigation agents, WTU commanders, first sergeants, and ser- 
geants major to examine the soldier deaths that have occurred in WTUs. First, the 
team reviewed every Serious Incident Report since June 2007 and catalogued all 
WT deaths and serious incidents. The team identified 12 deaths and 29 incidents 
that merited further review through root cause analysis and a four-step risk man- 
agement process. 

Step One — Risk Identification — analyzed and identified sources of risk. 

Step Two — Risk Assessment — assessed risk in terms of severity of im- 
pact, likelihood of occurring, and controllability. 

Step Three — Risk Response Development — developed strategies to reduce 
possible damage and developed contingency plans. 
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Step Four — Risk Response Control — implemented risk strategies, mon- 
itored and adjusted the plan for new risks, and instituted changes. 

Team members aggregated findings and recommendations from the risk manage- 
ment review and assembled a list of recommendations designed to protect soldiers 
and further reduce the likelihood of serious incident. I received an interim report 
on February 12, 2008, from the Tiger Team, with recommendations for 71 initia- 
tives. The team is already implementing 18 of the initiatives and is continuing to 
address concerns related to deaths and serious incidents in our WTUs. 

17. Senator Lieberman. General Schoomaker, what safeguards do you anticipate 
may need to be put in place? 

General Schoomaker. The Tiger Team recommended 71 initiatives in their in- 
terim report, including 18 that could be implemented on or about March 3, 2008. 
Some of these actions include the following: 

• Create an alcohol-free zone around WTU billets and on-post lodging facili- 
ties to ensure that WTs do not consume alcohol within their barracks 
rooms. 

• Conduct a risk assessment for each WT to determine those at high risk. 
Each assessment is individualized and considers input received from the 
primary care manager (PCM), nurse case manager, squad leader, as well 
as other WTU staff and health care professionals. 

• Annotate a “no alcohol” order on a soldier’s physical profile when the 
PCM determines that consumption of alcohol poses unacceptable risk to a 
soldier due to a particular medical condition and/or medication regimen. 

The soldier’s WTU commander counsels the WT in writing that he or she 
is prohibited from consuming alcohol. 

• Link pharmacy support to each WTU for consultation and training on the 
dangers of abuse. 

• Conduct family and social support assessments during in-processing and 
during weekly nurse case manager contacts in order to determine and docu- 
ment in each WT’s medical record potential broken relationships. 

• Coordinate and identify a location to store privately-owned weapons. 

• Review each WT’s pay to determine if there are any indicators of finan- 
cial stress or similar issues. 

• Ensure that each WT and their family received a reintegration briefing 
as part of the soldier and family orientation. 

• Educate all VIP escorts, family, and staff on the risks associated with 
providing alcohol to WTs who are on medications. 

• Train all platoon sergeants and squad leaders, as well as other WTU staff 
as directed by the WTU commander, in Cardio-Pulmonary Resuscitation 
(CPR) and provide pocket masks and gloves. 

Additional initiatives are being developed and will be implemented in a phased 
manner by May 15, 2008, and August 15, 2008, to create the most secure environ- 
ment possible to protect WTs and their families. 

18. Senator Lieberman. General Schoomaker, are substance abuse services work- 
ing closely in conjunction with WTUs in all locations? 

General SCHOOMAKER. The Army is currently evaluating ways to improve the 
communication capabilities between Army OneSource and MTFs and WTUs in order 
to better serve WTs and their families. The AMAP addresses substance abuse serv- 
ices as a primary responsibility of the Soldier Family Assistance Centers operated 
by the Army’s Installation Management Command (IMCOM). IMCOM also operates 
the Army OneSource website where soldiers can seek and obtain assistance and re- 
ferral for substance abuse. 

19. Senator Lieberman. General Schoomaker, can you describe how WTUs work 
in concert with the substance abuse programs? 

General Schoomaker. Key to the success of managing care and support for WTs 
and their families is the Comprehensive Care Plan which is developed for each WT 
and managed by the members of the care triad. The Comprehensive Care Plan in- 
cludes critical care functions of psychosocial assessment, addiction therapy, and be- 
havioral health treatment for WTs. Additionally, WTU staff includes social workers 
who provide further support for soldiers and their families. Resources are also avail- 
able through the local MTF and the Army Medical Command to address any sub- 
stance abuse needs. 
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20. Senator Lieberman. General Schoomaker, what other challenges can you iden- 
tify in standing up the WTUs? 

General Schoomaker. The most significant challenge in establishing WTUs is the 
recruitment, assignment, and development of a fully-trained and committed staff for 
all 35 WTUs. It has taken a great deal of effort over a short timeline to ensure that 
each and every member of the WTU staff understands the unique demands and 
challenges caring for wounded, ill, and injured soldiers requires, as well as pos- 
sessing the courage, commitment, compassion, and dedication required to meet 
these challenges. The Army Medical Department remains committed to meeting 
these challenges by providing the resources, facilities, and training that WTU staff, 
WTs, and their family members require to recover, rehabilitate, and reintegrate ei- 
ther to continued military Service, or as veterans prepared to be productive and suc- 
cessful citizens. In addition to the ongoing challenge of sustaining and improving 
this program, there remains a requirement to fund and complete necessary con- 
struction of accessible housing, adequate administrative facilities, and Soldier Fam- 
ily Assistance Centers, all developed in close proximity to each other and to the 
MTF to create Warrior Transition Complexes. These complexes will provide WTs 
and their families ease of access to the care and support they require. 


Questions Submitted by Senator Daniel K. Akaka 

VETERANS AFFAIRS CLAIMS 

21. Senator Akaka. Secretary Mansfield, I recently introduced legislation which 
would establish a presumption in the Veterans Affairs (VA) claims adjudication 
process for combat experience. Among other things, this bill is designed to reduce 
delays in the disability adjudication process. I understand that VA currently has an 
ongoing process to address this issue. Please provide details on what the VA is al- 
ready doing. 

Secretary Mansfield. 38 U.S.C. § 1154(b) currently enables “any veteran who en- 
gaged in combat with the enemy” to show service connection for an injury or disease 
using only lay evidence. The United States Court of Appeals for the Federal Circuit 
has held that ”[t]he statute does not provide a relaxed standard of proof for deter- 
mining whether a veteran engaged in combat.” Rather, according to the Court, a 
veteran must first establish that he or she engaged in combat with the enemy in 
order for a veteran to be able to show service connection for an injury using only 
lay evidence under 38 U.S.C. § 1154(b). The VA therefore does not have an ongoing 
process, other than case-by-case adjudications, to address proof of combat for pur- 
poses of section 1154(b). 

With regard to claims for service connection for PTSD, the veteran’s testimony 
alone establishes the occurrence of the claimed in-service stressor if the evidence of 
record confirms the veteran engaged in combat or was a prisoner of war. VA con- 
siders the receipt of certain individual decorations as evidence of exposure to com- 
bat-related stressors. In addition, on January 23, 2008, the Compensation and Pen- 
sion Service instructed field offices that, if a veteran was diagnosed with PTSD 
while on Active Duty, that diagnosis is sufficient to warrant an examination for the 
condition without additional preliminary development. 

22. Senator Akaka. Secretary Mansfield, in 1998, VA and DOD signed a memo- 
randum of agreement (MOA) to implement a common physical examination. In 
2003, the President’s Task Force for Improving Health Care Delivery recommended 
that all servicemembers upon separation receive a physical accepted by both VA and 
DOD. Where are DOD and VA on this matter? 

Secretary Mansfield. The 1998 MOA between VA and the DOD was for a cooper- 
ative single separation exam at VA benefits delivery at discharge sites. If a 
servicemember decides to file a claim for VA disability and is also required to under- 
go a military separation physical, then only one exam is performed and VA’s proto- 
cols are used. 

In November 2004, VA and DOD signed another memorandum of understanding 
(MOU) to implement the single cooperative exam. To date, 130 military installations 
are covered by this agreement. A new pilot program that began on November 26, 
2007, in the National Capital Region further uses the single cooperative examina- 
tion in the disability evaluation system (DES), for servicemembers undergoing the 
medical evaluation board/physical evaluation board (MEB/PEB) process. DOD will 
use this program to determine fitness for continued military Service, and VA will 
use the program to determine Service-connected disabilities and their severity for 
purposes of compensation. In the pilot, DOD accepts the tentative VA assigned eval- 
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uations for purposes of determining entitlement to severance pay or disability retire- 
ment. 


NATIONAL GUARD AND RESERVE MEMBERS 

23. Senator Akaka. Secretary Chu, the recent report of the Commission on the 
National Guard and Reserves discussed how best to provide transition assistance to 
members of the Guard and Reserves during the demobilization process. The Com- 
mission’s report embraced the Yellow Ribbon Reintegration program pioneer by the 
Minnesota National Guard. The 2008 National Defense Authorization Act (NDAA) 
authorized DOD to administer this program for all National Guard and Reserve 
members and their families. I understand the timeline for this program is in conflict 
with current policy for when returning Guard and Reserve have their first drill. 
What is being done to eliminate this conflict, implement this program, and to im- 
prove the transition process for members of the Guard and Reserve? 

Dr. Chu. The Department is committed to supporting National Guard and Re- 
serve members and their families throughout the deployment cycle. The DOD al- 
ready has pilot programs in 15 States that provide services and support to Reserve 
component members and their families, and plans to expand the program to all 54 
States and territories. The Department plans to establish the Office for Reintegra- 
tion Programs within the near future, and has already begun establishing the Advi- 
sory Board, and identifying key staff for this office and the Center for Excellence. 

Regarding the policy restriction on performing inactive duty training immediately 
following demobilization, the Department is revising the policy to allow the Services 
to require demobilized members to participate in reintegration training and activi- 
ties. 


SCREENING FOR SERVICEMEMBERS 

24. Senator Akaka. Secretary Chu, VA is currently screening all returning vet- 
erans who seek treatment with VA to see if they may have experienced a traumatic 
brain injury (TBI). Shouldn’t such a screening be done for all returning 
servicemembers during the demobilization process? 

Dr. Chu. All servicemembers, including the Guard and Reserve component, com- 
plete assessments when returning from deployments. The Post-Deployment Health 
Assessment (PDHA) is required within 30 days of returning from deployment and 
the servicemembers complete the Post-Deployment Health Reassessment (PDHRA) 
90-180 days after returning from deployment. During these assessments, service- 
members answer questions where they can identify possible TBI experiences and 
discuss the experiences with a health care provider. 

The DOD and VA jointly developed the set of TBI screening questions. The DOD/ 
VA Joint Executive Committee mandated that the same set of questions be used by 
both agencies. DOD developed new PDHA and PDHRA forms with these TBI screen- 
ing questions. The new forms were officially published on September 11, 2007. Since 
then, the Services have worked hard to modify their respective electronic data col- 
lection systems. They finished this work in late December. In addition, the Armed 
Forces Health Surveillance Center (AFHSC), which is the repository for the elec- 
tronic forms, has successfully tested data feeds from the Army, Air Force, and Navy 
systems. No problems were identified. 

Now that the technical solutions are operational, the Services will start using the 
new forms for health assessments. The exact starting dates will vary with each 
Service. To ensure a smooth and timely start, a policy memorandum establishes a 
60-day implementation phase during which AFHSC will accept both the old and new 
versions of the forms. 

Meanwhile, the Services have been encouraged to start using the new versions of 
the forms immediately rather than wait for the formal announcement of what they 
already know is necessary. The Army plans to start selected pilot tests of the new 
forms before April 1, 2008. The Navy, Air Force, and Coast Guard will all start 
using the forms in March 2008. 

25. Senator Akaka. Secretary Chu, during a recent Senate Veterans’ Affairs Com- 
mittee hearing, testimony was heard that servicemembers returning from Operation 
Iraqi Freedom (OIF)/Operation Enduring Freedom (OEF) who answer questions on 
the PDHA related to PTSD or TBI in the affirmative run the risk of being denied 
post-deployment leave. 

How do we get servicemembers to answer these questionnaires honestly, without 
being concerned about the inability to go on leave? 
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Dr. Chu. Any time we ask people questions about their health, there is always 
a chance that they may need an urgent evaluation. However, delays such as you 
describe are exceedingly uncommon. Most of the PDHAs are accomplished before the 
servicemembers leave the theater of operations. A health care provider determines 
whether any urgent evaluation is necessary. Urgent referrals are highly unusual, 
unless the individual expresses a serious intent to hurt themselves or someone else. 
The examples you mention, PTSD and TBI, would not fit in this category. Those 
diagnoses merit prompt follow-up, which can be accomplished after the service- 
member returns home. The large units returning from the theater are normally 
busy with various demobilizing tasks for several days before the individual members 
disperse to their homes. This allows plenty of time for urgent referrals to be handled 
on-site, or for education and reassurance to be provided to those who can safely fol- 
low up later on. There will always be some people who choose to answer these ques- 
tions inaccurately, despite all the evidence to the contrary and the reassurances 
given during the assessment itself. It is clear that most people do not fall into this 
category based on the number of positive responses we see on the PDHA forms, both 
those accomplished in theater and those completed at the demobilization sites. 


WOUNDED SERVICEMEMBERS 

26. Senator Akaka. Secretary Mansfield and Secretary Chu, I remain concerned 
that VA and DOD do not have a common definition for which servicemembers are 
seriously injured, wounded, and ill. What is the operational definition that is being 
applied in deciding which servicemembers will be considered for assignment to a VA 
Federal Recovery Care Coordinator? 

Secretary MANSFIELD. Within 3 days of admission to a MTF, a multidisciplinary 
team reviews the servicemember’s case using the following criteria to determine if 
assignment to the Federal recovery care program is in order: 

• In acute care at MTF 

• Diagnosis of spinal cord injury, burn, amputation, visual impairment and/ 

or TBI/PTSD 

• At risk because of psychological complications (psychological and family 

assessment) 

• Patient self-referral based on ability to benefit 

• Command referral based on ability to benefit 

These criteria are applied without regard to Active component/Reserve component 
status. No one will be denied entry into the Federal recovery care program. 

Dr. Chu. Eligibility criteria for wounded, ill, or injured enrollment into the Fed- 
eral Recovery Coordinator Program for Active and Reserve personnel serving on Ac- 
tive Duty includes the following conditions: (1) being treated in an acute care setting 
within a MTF and expected to receive greater than or equal to 30 percent military 
Service disability rating; (2) diagnosed or referred with one or more of the following 
conditions: spinal cord injury, burns, amputation, visual impairment, TBI, and/or 
PTSD; (3) considered at risk for psychosocial complications (identified through psy- 
chosocial and family assessment); (4) self-referral based on perceived ability to ben- 
efit from a Federal Individual Recovery Plan (FIRP), or Command referral based on 
ability to benefit from a FIRP. The basis of the origin of a wound, illness, or injury 
is not a discriminator for enrollment in the FIRP. 


POST-DEPLOYMENT HEALTH REASSESSMENT 

27. Senator Akaka. Secretary Mansfield and Secretary Chu, the Government Ac- 
countability Office (GAO) recently released a report on the effectiveness of the Post- 
Deployment Health Reassessment (PDHRA) for members of the Guard and Reserve. 
I am concerned that those who are in units of less than 60 personnel or who are 
individually deployed may not be getting appropriate attention. What steps are 
being taken to ensure that any identified medical needs of this population are being 
met through either DOD or VA? 

Secretary Mansfield. The VA has been an active partner in working with Re- 
serve and National Guard Units on the PDHRA initiative since the pilot began in 
November 2005. All Reserve and National Guard servicemembers returning from 
deployment are required to participate in the PDHRA screening 90-180 days post- 
deployment. VA medical centers and veteran centers provide either on-site staff sup- 
port or PDHRA event assistance for all Reserve and National Guard service- 
members referred from a PDHRA screening event. This includes those referred from 
remote/rural areas. VA and veteran center staff have participated in PDHRA events 
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held in Guam, American Samoa, Virgin Islands, and Puerto Rico, along with rural 
areas across the continental United States. 

The VA has had a strong partnership alliance since late 2005 with the National 
Guard Bureau’s transition assistance advisors (TAAs) based at all National Guard 
Headquarters. VA has been involved in training and ongoing coordination activities 
for the TAAs, who are based in all 50 States as well as Puerto Rico, Virgin Islands, 
Guam, and the District of Columbia. The TAAs work closely with local VA medical 
centers and vet centers to assure that referral linkages are in place between VA and 
National Guard Units to include those located in remote/rural areas. 

Readjustment Counseling Service has robust outreach initiatives in place covering 
remote/rural settings. Coverage of Reserve and National Guard units are critical 
components of their outreach efforts. 

Dr. Chu. The DOD carefully designed the PDHRA program to include a variety 
of options just for the reason you mentioned. The Department always recognized 
that it would be much more difficult to reach out to smaller units or individuals. 
This is precisely why we established a call center, so that it would be available for 
anybody, anywhere, anytime. The attention provided by the call center is the equal 
of what occurs during on-site visits in all respects. The only difference is that the 
servicemember speaks to a health care provider on the phone rather than across a 
desktop. The Department recognizes that some people are critical of this lack of a 
face-to-face interaction. However, there are many people who are more comfortable 
and honest, discussing sensitive topics like mental health concerns, over a phone 
with someone who is far away and who cannot be seen. This is simply another vari- 
ation of telemedicine, which has been shown to be very effective in several health 
fields. The call center has been highly successful and a desired method, assessing 
more than 7,000 servicemembers in January 2008 alone. 

The call center also makes follow-up calls to see if the servicemembers who re- 
ceived referrals from either an on-site or telephonic assessment obtained an appoint- 
ment. If not, the call center staff offers to help the servicemember. In addition, DOD 
has contracted with Vanderbilt University to perform a formal process evaluation 
of the various ways we accomplish PDHRAs, such as comparing the success of the 
call center compared to on-site team visits. 

The Department has decreased the threshold for the number of servicemembers 
required to qualify for an on-site team from 60 to 40. This was possible through 
thoughtful reengineering of the traveling team members’ skill sets and other process 
revisions that increased scheduling flexibility and allows us to send teams to small- 
er units than before. This combination approach allows us to reach most units with 
on-site teams, if that is what the commander would prefer, with the call center 
available as an effective alternative for the rest of the units. 


TRANSITION ASSISTANCE 

28. Senator Akaka. Secretary Chu, I understand last August DOD released a 
memo to the Services expressing Secretary Gates’ commitment to increase participa- 
tion by demobilizing Guard and Reserve personnel in the Transition Assistance Pro- 
gram (TAP) and Disabled Transition Assistance Program (DTAP) to 85 percent. 
Where is DOD on implementing the Secretary’s guidance? 

Dr. Chu. The Department is working aggressively to ensure that the Active and 
Reserve components are prepared and equipped to meet the 85 percent target to 
which the Secretary has committed. The Department is reviewing current transition 
assistance materials and delivery techniques by the Services, the Department of 
Labor (DOL) and the VA to determine where technology and the latest learning 
methodologies can enhance the learning experience. Through technology, the sup- 
port material for transition assistance can be more accessible globally to the 
servicemembers, their families, the Service providers, and the commands. 

As a result of the memo noted above (attachment 1), meetings were held with the 
Service Assistant Secretaries for Manpower and Reserve Affairs to survey what each 
of the Services was already doing to meet this goal and to address how they would 
ensure each of their Services did fully comply. 

As an outcome of that session, the Department established the TAP Executive 
Steering Committee (attachment 2), which consists of a senior DOD, DOL, and VA 
panel that includes the Department’s Deputy Under Secretary for Military Commu- 
nity and Family Policy, the Deputy Assistant Secretaries of each of the Services, as 
well as the Guard and Reserves, and senior officers who have had field operational 
experience. The Steering Committee’s charter is to determine what needs to be 
done, and then establish an overarching plan to support and implement the pro- 
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grams and procedures determined by the Executive Steering Committee needed to 
attain the 85 percent commitment. 

To ensure Reserve component involvement is a part of this effort, the Department 
released a memo (attachment 3) to the Services and to senior Guard and Reserve 
Commanders, to encourage their subordinate commanders to strongly support and 
aggressively market this effort through Guard and Reserve family support networks 
and service organizations to all Guard and Reserve members and their families. 

So that Guard and Reserve commanders are successful in this effort, DOD is pre- 
pared to send mobile training teams to premobilization and demobilization sites, or 
to State and local Guard and Reserve units that request assistance in training their 
personnel on how to access programs and information applicable to benefits and 
support functions. The mission and scope of the Guard- and Reserve-centric Mobile 
Training Teams is provided in attachment 4. 

The Army has linked the Turbo Transition Assistance Program (TurboTAP.org) 
Web site to their Army Career and Alumni Program (ACAP) On-Line Home page. 
ACAP counselors inform servicemembers during preseparation counseling about 
TurboTAP and encourage them to register with the Web site. Mobilized Reserve 
component servicemembers who are severely wounded or injured while on Active 
Duty are reassigned to the wounded WTU. 

In a February 26, 2008, memo to all wing commanders, the Air Force Reserve 
Command strongly encouraged eligible reservists and their families to use the TAP 
and DTAP. The memo provides primary points-of-contact for TAP and DTAP, which 
are the Airman and Family Readiness Directors or Liaisons. Family Readiness per- 
sonnel are maximizing their marketing efforts of this extremely important program 
to all reservists and their families. 
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OFFICE OF THE UNDER SECRETARY OF DEFENSE 

am DEFENSE PENTA30H 
W4&HI NOTON, D C. 20301 -4SM 

AUG 2 /, 2D07 


J'UNOWTlAVtJ 
STADIA ms 

MEMORANDUM FOR ASSISTANT SECRETARY OF l’Hli ARMY (M&RA) 
ASSTSTAN I' SECRETARY OF THF, NAVY (M&RA) 
ASSIS TANT SECRETARY OF THE AIR FORCE (M&RA) 



SUBJECT: Command Support for the Transition Assistance Program (TAP) 


As we discussed August S, as required m PL (01-510, wc have a business impera- 
tive to ensure that the transition needs of our departing persc/uxet are Fully addressed. 
More specifically, Secretary Gates pledged to the President as an outcome of the Task 
Force on Global War on Tenor Heroes that "TJolJ will increase attendance at TAP and 
Disabled Transition Assistance Program (Dl'AP) sessions to 85% of those separating ser- 
vicememhers arid dernobiliamE National Guard and Reserve Forces.” In addition, the 
Department agreed to increase use oftheReneflts Delivery at Discharge (BDD) Program 
to 85%, which will improve The efficiency' at VA when supporting service-disabled 
veterans. 


DoD Directive 1332.35, 'Transition Assistance, for Military Personnel," assigns 
responsibility for policy and oversight tome. In addition,! must report to the President 
our progress in meeting our Global War on Terror Heroes Task Force goals, and report to 
the Joint .Executive Committee our progress meeting DOD/VA Toiut Strategic Flsn gods, 
Do!) Directive 1332-35 and PoD Instruction 1332.36, "Prcssparalian Caimstling/or 
Military Personnel, 1 ' assigns Secretaries of die Military Departments responsibility for 
delivering Transition Assistance Programs. In order for me to carry out ruy responsibili- 
ties, l must know how you plan to cany out yours. 1 request, thcrclbrc, that you prepare a 
1/2 hour brieling lor each Military Service laying out your plans. I am particularly inter- 
ested in how you will apply modern technology luols to achieve our goals, improve the 
quality of tire TAP experience, while simultaneously reducing the resource burden on our 
al reach' heavily taxed leaders and staff, 1 will schedule the brietings for early October. 


Miiibacl K Dominfjur/ \ 
Principal Deputy / 



cc: VADM Daniel Cooper, Under Secretary for Benefits. 

Department of Veterans Affairs 

Mr. diaries Ckcukila, Assistant Secretary of Veterans Employment and Training 
Dcpartmcar of Labor 
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OFFICE OF THE UNDER SECRETARY OF DEFENSE 
«X» DEFENSE PENTAGON 
WASHINGTON, DC 2M0 1-4000 


MEMORANDUM FOR ASSISTANT SECRETARY OF THK ARMY (MARA) 
ASSISTANT SECRETARY OF THE NAVY (M&RA) 
ASSISTANT SF£KETARY OF THE AIR FORCE 
(M&RA) 

ARMY. O- L 

CHIEF OF NAVAL PERSONNEL 

DEPUTY CHIEF OF STAFF FOR PERSONNEL, AIR FORCE 
CHIEF, NATIONAL GUARD BUREAU 
DEPUTY COMMANDANT (M&RA), USMC 



SUHJECl': Transition Assistant* Program (TAP) Executive Sleeting Committee 

This Memorandum establishes the TAP Executive Steering Committee. The 
establishment of this Steering committee is a tollow'-up to the briefings you provided me 
in October, laying nut ynur Service plans tr> increase attendance at TAP and DT AP, and 
to increase usage of the Benefits Delivery at Discharge (BDD) Program up to 85% for 
Active, Guard and Reserve Service members. During the briefings your Sen- ice was also 
asked to show bow it would apply modem technology tools to achieve our goals and 
impmve the quality of the TAP experience (TAB A). 

At die conclusion of the briefings, I asked you to appoint a representative to serve 
on a TAP Executive Steering Committee (herc&ller referred lo as the steering committee) 
The steering committee’s charter is to develop an overarching comprehensive plan that ail 
Military Services, the Department of Labor (DOT.), the Department of Veterans Affairs 
(VA), and the Department of Homeland Security will support and implement. 

I have taken the liberty of identifying M&RA senior officials To serve on the 
steering committee with your approval. I am also requesting the Sendee Personnel 
Chiefs to id entity a uniformed Service member in the grade of 06 or higher to serve on 
the steering committee (T AB B). 

Other representatives to servo on the steering committee will come hum the 
Assistant Secretary of Defense tot Reserve Affairs, the Deputy Under Secretary of 
Defense (hr Program Integration, the Chief of the National Guard Bureau, and 
representatives from the DOL and VA. Assistant Secretary Ciecolclla at DOE and 
Deputy Associate Secretary Pedigo at VA pledged their support to this effort. Ms. Leslye 
A. Arstil, Deputy Under Secretary of Defense lor Military Community and Family 
Policy, will serve as the Chairperson for the steering committee. 


© 
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OFFICE OF THE UNDER SECRETARY OF DEFENSE 
4000 defense pentagon 
WASHINGTON, DC M»1 -«*» 

JAN 1 0 SOB 

FtHUMKL 4J-CI 

K4MI ao 

MEMORANDUM FOR CHIEF, NATIONAI . GUARD HI RI'.AU 
CHIEF. ARMY RESERVE 
CHIEF. NAVY RESERVE 
COMMANDER. MARINE FORCES RLSKHVh 
mulct: IOR, All? NA ITONAL tlUARO 
CHIEF, AIR FORCE RESERVE 
DIRECTOR, RESERVi: & TRAINING. USCG 

SUBJECT': Guard and Reserve Support for the Transition Assistance Program (TAP) and 
the Disabled Transition Assistance Program (DTAP) 

As required in PL 1 Cl 1 -S 10, each of us must ensure that the transition needs of our 
departing personnel arc fully addressed. Tu stress the need to comply with that mandate, 
Secretary Gules pledged to the President, as an outcome ofthe Task Force on Reluming 
Global War on T error Htrucs. Hint “Uol ) will increase attendance at TAP arid DTAP 
sessions to 85%of those separating sctviccinembcrs and demobilizing National Guard 
and Reserve F orces.” The Secretary further committed the Department to work, with 
Reserve Forces commanders to explain “how important it is fur all Guard and Reserve 
members, and their spouses, whenever possible, to attend a TAP or DT A? presentation 
within 30 days of their return to home units. The umcihrmc is important because certain 
benefits have specific application deadlines,’’ 

To meet additional Task Force commitments, I ask you to strongly encourage your 
subordinate commands und commanders ur. in the case uf tire National Guard, the 
governors and the Adjutants General, to aggressively market T AP through ( iuard and 
Reserve family support networks, service organizations, and other appropriate contacts, 
to all National Guard aud Reserve members and their families. 

To assist in that effort, wc developed the T urboTAP.org webs itc. whirh provides 
Reserve Component personnel access to transition inibmiMtiun specifically designed for 
their unique circumstances. Pre>- and demobilizing personnel, and their .spouses, by 
viewing the newly released Transition Guide at TurbnTAP.org, can get a headstart in 
determining the scope and depth of the many benefits for which they may be eligible. To 
ensure that this unfolds as efficiently as possible, we are prepared tu scud mobile training 
teams to any pre-mob and demob site, as well as to stale and local National Guard and 
Reserve units that request assistance in training their personnel how to use T urbo I AP so 
they can key into applicable transition benefits nod support programs. 



© 
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INFORMATION PAPER: TurboTAP Mobile Trainiag Team (TTAP MTT) 


Background As part of an expanded outreach effort to members of the National Guard and 
Reserve who are transitioning off of active duty and returning back to then civilian 
communities, the Office of the Deputy Under Secretary of Defense for Military Community 
& Family Policy has established the TtnboTAP Mobile Training Team (TTAP MTT). This 
traveling team consists of two or more subject matter experts who help servicemembers 
connect to their military benefits for life. The team also provides financial planning 
education, counseling services and referrals to help service and family members maximize use 
of those benefits. This outreach effort is a no-cost support service designed specifically for 
National Guard and Reserve commands. It compliments and helps integrate federal, state and 
local transition assistance support services. 


Program Description : 

• TTAP MTT uses veterans benefits and employment assistance subject matter experts 
and certified financial planners (or equivalents) who promote financial wellness, 
consumer and personal financial management education to deliver the following 
support services: 

o TurboTAP Booth — Demonstration of the TurboTAP.org web portal, 
TtnboTAP Accounts and Transition Assistance Support services Includes 
transition guides (required by law), checklists for education, employment, 
veterans benefits and relocation, job banks, military friendly employers, and 
sources of assistance at state, local and national levels. 

o TurboTAP.org Orientation Briefings - TurboTAP.org briefings are tailored 
fox specific audiences. Briefings last from TO minutes to 1 hour. This web 
portal connects servicemembers to their benefits ... far life! 

o TurboTAP Accounts - Using local community college computer labs and 
mobile military computers with satellite Internet connections, the TurboTAP 
MTT assists servicemembers in establishing a TurboTAP account within 48 
hours of learning about this valuable resource. Assistance is provided to 
servicemembers who want to develop an Individual Transition Plan and 
connect to military benefits for which they maybe eligible. Servicemembers 
are encouraged to update their account each time their military status changes 
to ensure they connect with every benefit for which drey may be eligible. 

o On-demand financial planning and consumer education and personal 
financial management counseling services - On-site financial planning 


29. Senator Akaka. Secretary Mansfield, what is VA doing to improve the transi- 
tion process for the Guard and Reserve? 

Secretary MANSFIELD. Increasing the number of demobilizing Guard and Reserve 
personnel who attend TAP and DTAP is a high priority for VA. DOD recently pro- 
posed establishing a TAP Executive Steering Committee to ensure that TAP and 
DTAP participation is increased to 85 percent. VA will work closely with DOD in 
establishing the committee to formulate plans to reach this goal. 
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With the activation and deployment of large numbers of Reserve/National Guard 
members to Afghanistan and Iraq, VA is working with DOD to expand outreach to 
returning Reserve/National Guard members and their families. When units of Re- 
serves or National Guard members are returning home, VA provides briefings and 
assists with filing claims. 

An MOA was signed in 2005 between VA and the National Guard Bureau to insti- 
tutionalize this partnership and to support better communication between the two. 

VA is encouraging State National Guard coalitions to improve local communica- 
tion and coordination of benefits briefings to assure that National Guard and Re- 
serve members are fully aware of benefits. In 33 States, MOUs have been signed 
between VA, the State National Guard offices, and the State VA to promote the re- 
lationship and cooperation to provide services and benefits to their members. 

VA has an MOA with the Army Reserve in the concurrence process that will for- 
malize this relationship as we did with the National Guard. We are also working 
on MOUs with the other Reserve components to formalize those relationships. 

The National Guard Bureau employs 57 transition assistance advisors (TAAs) for 
the 50 States and four territories. Their primary function is to serve as the state- 
wide point of contact and coordinator, providing advice to Guard members and their 
families on VA benefits and services and assisting in resolving problems with VA 
health care, benefits, and TRICARE. VA and the National Guard Bureau teamed 
up at the beginning of the program in February 2006 to provide training to the 
TAAs on VA services and benefits and help define their role as VA advocates. VA 
participates in annual refresher training for the TAAs, as well as the monthly TAA 
conference calls. 

Each regional office has an OEF/OIF manager who is responsible for overseeing 
the OEF/OIF workload and outreach initiatives. These responsibilities include work- 
ing closely with the National Guard and Reserve units to obtain service treatment 
records. OEF/OIF managers work with military medical facilities to ensure timely 
notification of casualty arrivals and to develop procedures for scheduling ward vis- 
its. Managers also work closely with Reserve/Guard Units to coordinate and provide 
benefits briefings. 


Questions Submitted by Senator Evan Bayh 

HEALTH CARE FOR SERVICEMEMBERS 

30. Senator Bayh. Secretaries England, Mansfield, Geren, Chu, and General 
Schoomaker, I’ve been told that one of the immediate hurdles in increasing the pool 
of private mental health and other medical professionals available for our soldiers 
outside of the DOD or VA systems is current law. As I understand, in order for psy- 
chiatrists, neurologists, or other medical professionals to provide TRICARE services, 
they must also accept the Medicare reimbursement. Is that the most significant hur- 
dle we face as a Nation in providing more private health care providers to wounded 
soldiers or veterans? 

Secretary England and Dr. Chu. Even though we have not seen persistent access 
problems, in those locations where certain health care specialties are limited, we 
would like a larger pool of providers. To help ensure continued access to quality pri- 
vate sector care, our managed care support contractors have added nearly 2,800 be- 
havioral health providers to the network since May 2007. In addition, in December 
2007, we instituted a behavioral health care appointment assistance service to aid 
Active Duty personnel and their enrolled family members in obtaining timely men- 
tal health care. 

While TRICARE’s reimbursement of professional providers is based upon the 
methodology used by Medicare, a provider does not have to accept Medicare reim- 
bursement in order to provide TRICARE services. A TRICARE provider has the op- 
tion of becoming a network provider where negotiated discounts are expected, pro- 
vide services by participating on a claim by claim basis and accepting the TRICARE 
payment as payment in full, or provide services as a non-participating provider and 
bill up to 115 percent of TRICARE maximum allowable amount. 

Legislative initiatives to link the DOD and Medicare payment rates for health 
care began in the early 1980s and the NDAA for Fiscal Year 1996 codified the link- 
age to Medicare payment amounts. Based upon prior concerns involving the ade- 
quacy of TRICARE physician payment rates, a GAO review was conducted in 1998 
that found that the professional provider methodology was sound and that DOD was 
saving about $770 million annually as a result of these maximum allowable charges. 
In 2001 GAO conducted another study to determine whether increases in profes- 
sional payment rates would be beneficial. That report concluded that changing the 
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reimbursement rate would be costly, inflationary, and largely unnecessary. Due to 
concerns about payment rates in those localities where access was a problem, the 
NDAA for Fiscal Year 2001 granted new flexibility to increase TRICARE reimburse- 
ment rates in areas where access to health care services is severely impaired. The 
Department has implemented that authority; for example, we recently granted a 
waiver for child psychiatry services in Key West, FL. The Department will continue 
to use this authority to raise reimbursement rates where access to care is a dem- 
onstrated issue. 

Secretary Mansfield. For eligible veterans, VA facilities are permitted to use 
qualified and licensed private health care providers to provide medical services 
through our fee basis program. VA has the ability to enter into contracts with quali- 
fied health care providers through several statutory authorities (38 U.S.C. 1703, 
7409, 8153). 

As a Federal health care payer, VA finds many community health care providers 
expect assignment of payment at Medicare rates. When VA authorizes medical care 
in the community, in advance of treatment, payment for professional services is gen- 
erally at the 100 percent Medicare allowable reimbursement rate for most geo- 
graphic areas. 

VA has authority to exceed the 100 percent Medicare allowable reimbursement for 
services purchased in Alaska. 

The reimbursement methodology and payment terms for fee-basis care are set out 
in VA’s regulations at 38 CFR 17.55 and 17.56. 

Secretary Geren and General Schoomaker. Reimbursement rates are not the 
most significant hurdle we face in providing more private health care providers to 
wounded soldiers and veterans. Title 10 requires TRICARE reimbursement, often 
referred to as the CHAMPUS Maximum Allowable Charge (CMAC), for civilian 
healthcare providers to match MEDICARE reimbursement rates. Generally, 
TRICARE and MEDICARE reimbursement rates are the same. This provision pro- 
vides TRICARE with an industry accepted reimbursement system. Title 10 does au- 
thorize the Secretary of Defense to approve exceptions to this rule. Higher reim- 
bursement amounts may be authorized if it is necessary to assure that covered 
beneficiaries retain adequate access to healthcare services. An example of this ex- 
ception is the Alaska demonstration project. The Alaska demonstration project in- 
creases State-wide reimbursement rates by 35 percent across all Services. Addition- 
ally, the TRICARE Management Activity has approved other targeted rate increases 
in selected localities across the country. 

31. Senator Bayh. Secretaries England, Mansfield, Geren, Chu, and General 
Schoomaker, how would you recommend to Congress that we amend this law? 

Secretary England and Dr. Chu. When access to mental health services is re- 
lated to professional reimbursement rates, the Department will continue to use the 
existing waiver authority. Rate increases targeted to those localities where access 
to care is severely impaired may improve access, but will not address other prob- 
lems such as scarcity of mental health providers. The law already provides the flexi- 
bility needed to increase payment rates when access to care is an issue and states 
that payment for services by an individual health care professional shall be equal 
to the amount determined to be appropriate to the extent practicable in accordance 
with the same reimbursement rules for services under title XVIII of the Social Secu- 
rity Act. 

Secretary Mansfield. VA has yet to experience difficulty in locating providers 
willing to accept Medicare reimbursement for the treatment of veterans, except in 
the State of Alaska. However, in the State of Alaska, VA has regulatory authority 
to exceed the Medicare fee schedule. VA also has the authority in certain cir- 
cumstances, to negotiate payment rates exceeding Medicare fee schedules with pro- 
viders by contract or other legal agreement. VA does not see a need for any change 
in the legislation at this time. 

Secretary Geren and General Schoomaker. We do not recommend amending this 
law. The law provides the Secretary of Defense the necessary flexibility to grant ex- 
ceptions. 

32. Senator Bayh. Secretaries England, Mansfield, Geren, Chu, and General 
Schoomaker, how would that enable you to provide better care? 

Secretary England and Dr. Chu. There may not be a direct correlation between 
paying more and obtaining better care. When justified, paying more to obtain need- 
ed health care services and treatment may benefit the patient under specific cir- 
cumstances. We believe TRICARE already has the necessary authority to pay more, 
when access problems are demonstrated. 
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Better care is the focus of the Department’s larger effort on psychological health. 
We have charged the new Center for Psychological Health with identifying best 
practices. 

Secretary Mansfield. VA does not see a need for any change in the legislation 
at this time. 

Secretary Geren and General Schoomaker. We do not feel the law needs to be 
amended. 

33. Senator Bayh. Secretaries England, Mansfield, Geren, Chu, and General 
Schoomaker, can you please describe the extent to which non-government experts 
or institutions have been used in assessments of DOD and VA mental health care? 
If that outside input is limited, please provide the reasoning behind it. If it is not, 
please describe the instances when it has been used within the past 5 years. 

Secretary England and Dr. Chu. The members of the DOD Mental Health Task 
Force that examined the state of mental health care around the globe in DOD were 
civilians, with five of seven being non-governmental subject matter experts. While 
they identified a number of areas for potential improvement, they concluded in their 
final report that, “In the history of warfare, no other nation or its leadership has 
invested such an intensive or sophisticated effort across all echelons to support the 
psychological health of its military servicemembers and families as the DOD has in- 
vested during the global war on terrorism.” 

Subject matter experts from non-governmental academic sectors continuously col- 
laborate with DOD clinicians, whether it be through shared research or established 
training programs around the country, in which civilian staff rotate to military sites 
and military staff rotate to civilian sites. These programs are of such rigor as to con- 
sistently result in highly competitive scores of military residents in a variety of med- 
ical specialty programs. 

DOD programs, such as those in suicide prevention, are widely respected, and 
supported through multiple collaborations with leading world experts. Such experts 
are integrally involved in both formally evaluating and shaping our programs 
through collegial workshops and conferences. The most respected non-governmental 
mental health morbidity experts are involved in assessing the effectiveness of our 
population-based screening programs, and our online mental health screening pro- 
grams are rooted in the finest non-governmental programs in existence. 

Secretary Mansfield. The Under Secretary for Health’s Committee on Care of Se- 
riously Mentally 111 Veterans (SMI Committee) has, from its inception in the 1990s, 
been associated with a Consumer Liaison Council which meets in conjunction with 
the SMI Committee which is composed of VA mental health experts and field lead- 
ers. The Consumer Liaison Council has members from several of the mental health 
advocacy groups (e.g. National Alliance for the Mentally 111), veterans service organi- 
zations (e.g. American Legion, Vietnam Veterans of America) and professional orga- 
nizations (e.g. American Psychological Association). The Consumer Council hears re- 
ports from VA on progress of programs and makes comments to the SMI Committee. 

VA entities such as the National Center for PTSD (NCPTSD) and the mental ill- 
ness research education clinical centers all have advisory boards which are com- 
posed of VA and non-VA experts in mental health issues. For example, the Chair 
of the Board on the NCPTSD scientific and educational advisory boards is a non- 
VA expert. The advisory boards hear about progress on VA projects and make sug- 
gestions for further activities. 

In addition, during the past several years, VA has contracted with RAND Cor- 
poration to carry out a comprehensive assessment of VA mental health care that 
is ongoing. 

The outside organization with the greatest impact on assessing mental health 
services in the Veterans Health Administration (VHA) is the Joint Commission. 
Every VA medical center and clinic must receive ongoing accreditation by the Joint 
Commission and meet its continually updated standards. 

In addition, VHA has asked the Commission on Accreditation of Rehabilitation 
Facilities (CARF) to review increasing numbers of mental health rehabilitation pro- 
grams. VHA programs required to achieve and maintain CARF accreditation in- 
clude: 

a. Mental health residential rehabilitation and treatment services, which in- 
clude, but are not limited to: 

(1) Domiciliary residential rehabilitation and treatment programs; 

(2) Psychosocial residential rehabilitation treatment programs; 

(3) Substance abuse residential rehabilitation treatment programs; and 

(4) PTSD residential rehabilitation treatment programs. 

b. Employment and community services which include, but are not limited to: 
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(1) Comprehensive homeless veterans centers; 

(2) Intermediate health care for homeless veterans programs with four or 
more fulltime employees; and 

(3) Compensated work therapy, and compensated work therapy-transi- 
tional residence with four or more full-time employees combined, or incen- 
tive therapy programs with four or more full-time employees. 

c. Starting in fiscal year 2008, VHA’s new psychosocial rehabilitation and re- 
covery centers and day treatment centers that transition to psychosocial reha- 
bilitation and recovery centers will also be required to achieve CARF accredita- 
tion. 

d. The recent Institute of Medicine (IOM) reports on assessment of PTSD and 
treatment of PTSD are examples of non-VA input. However, the task for IOM 
was not to evaluate VA mental health care, but to evaluate the published re- 
search literature on assessment and treatment in order to inform VA on best 
practices. In response to the recently released report on PTSD treatment, 
OMHS and the Office of Research and Development (ORD) have held a plan- 
ning meeting to develop guidance on design and evaluation of clinical trials. 
That meeting included a number of non-VA academic experts in PTSD and re- 
search design. 

Secretary Geren and General Schoomaker. The Army has used internal and ex- 
ternal resources to review existing behavioral health service delivery and quality in 
both garrison and operational environments. Over the past 5 years, the Army has 
executed five MHAT assessments of operational behavioral health. This has resulted 
in significant adjustments to the deployed behavioral health footprint and has 
shaped deployment preparation training for uniformed behavioral health assets. 
MHAT recommendations also led to the establishment of the Battlemind Training 
System, a comprehensive training program for soldiers and family members. The 
latest MHAT report will be released shortly. 

The Army also conducted an external review of garrison based mental health ac- 
tivities. Over the course of a 19-week project (October 2006 through January 2007), 
BearingPoint conducted a review of the Army Medical Command’s (MEDCOM) Be- 
havioral Health service line with the overall objective of assessing the effectiveness 
and efficiency of the system and developing recommendations to improve services. 
For this assessment, the research team visited 22 MTFs conducting behavioral 
health operations, both CONUS and OCONUS. BearingPoint implemented a com- 
prehensive multi-method approach, seeking not only to address factual observations, 
such as workload and cost metrics, but also to understand how the various constitu- 
encies in each community perceive the quality and value of behavioral health serv- 
ices. Their research included an on-line survey for soldiers, in-depth interviews with 
behavioral health staff and providers, a combination of in-depth interviews and an 
on-line survey with military leaders, and focus group discussions with soldiers and 
family members. The team also reviewed each MTF’s organizational structure, oper- 
ations, and cost and workload data. A final report was released on February 13, 
2007, and resulted in 38 key findings which were further refined to 9 actionable 
issues. MEDCOM has approved a pilot program to incorporate these findings. 

The DOD Mental Health Task Force consisted of military, Federal, and non-Fed- 
eral behavioral health experts. The Task Force’s findings and recommendations 
have informed many of the Army’s current efforts to increase access to care and de- 
crease stigma. Finally, soldiers in every component of the Army were directed to 
participate in mandatory training on mild TBI and PTSD. This chain-teaching pro- 
gram was intended to provide leaders and soldiers information and resources on 
concussions, Post Combat Stress, and Operational Stress. It was developed in con- 
sultation with 11 external subject matter experts. 

The Army Provider Level Satisfaction Survey (APLSS) was developed by 
Synovate, a third party industry leader in health care survey research who also de- 
veloped the survey model used by Kaiser Permanente to measure patient satisfac- 
tion with the medical care they receive. Patient responses on the APLSS are aggre- 
gated at the individual provider level. Data are evaluated monthly and posted elec- 
tronically by provider, clinic, MTF, regional medical command, and MEDCOM lev- 
els. These results are available via a password-protected Office of the Surgeon Gen- 
eral survey website that can be accessed by MTF leadership and providers. The ag- 
gregated results are compared to a civilian benchmark which was developed by hav- 
ing a panel of civilian households complete the same survey. 

34. Senator Bayh. Secretaries England, Mansfield, Geren, Chu, and General 
Schoomaker, last April, I introduced S. 1113. Included in that legislation was a plan 
to ensure that servicemembers who incur a covered TBI while on Active Duty be 
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retained on Active Duty for 1 year after the medical assessment of their ability to 
perform their activities of daily living. Further, the bill would have provided for the 
limitation of physical evaluation boards for such members for 1 year. In my legisla- 
tion, these options would have been waiverable by the servicemember or their legal 
representative. Please comment on these proposals. How would the DOD view 
them? How would the VA view them? 

Secretary England and Dr. Chu. While we are learning valuable information 
about TBIs, and expect to learn even more with the research being funded, there 
is a wide range of TBI severity and there currently exists other administrative op- 
tions to handle these cases in a similar fashion, such as being placed on the Tem- 
porary Duty Restriction List (TDRL), which allows for medical reassessment in a 
designated time. Medical assessment occurs frequently during the continuum of care 
in the servicemember’s treatment and convalescence. Once it is determined that it 
is likely the servicemember will not be able to return to full duty, in a year the 
servicemember is entered into the Disability Evaluation System. Fitness for contin- 
ued retention is not a medical decision, but rather a Service-specific determination 
based on the Service’s mission requirements, which may be hindered by legislation 
of medical conditions. Until more information is gained on TBI as well as other con- 
ditions, to aid DOD in accession and retention decision-making, we are concerned 
that creating legislation now may not be beneficial or equitable to all service- 
members. 

Secretary Mansfield. Legislative plan S. 1113 might be appropriate for a service- 
member with milder TBI and who has a good prognosis to return to military service, 
ready access to early rehabilitation interventions that will identify, target, and 
achieve community reentry goals. VA does not support blanket retention of all mili- 
tary servicemembers with TBI on Active Duty for a year after medical assessment. 
Active Duty members who will not likely return to duty (e.g., moderate to severe 
head injury) have the greatest potential to benefit from comprehensive rehabilita- 
tion services that are initiated as soon as possible, together with early community 
re-entry rehabilitation interventions. 

Retaining servicemembers on Active Duty for 1 year could be counterproductive 
for the patient by delaying initiation of veterans benefits or impeding their con- 
tinuity of rehabilitative care management across multiple systems of care (e.g., re- 
ferrals back and forth between DOD, VA, and civilian facilities). 

Secretary Geren and General Schoomaker. Decisions related to retention on Ac- 
tive Duty are made on an individual basis by trained clinicians. A tool now available 
to assist clinicians with these decisions is the Clinical Management Guidance for 
Mild TBI in non-deployed environments. The Army developed this tool and coordi- 
nated with the Office of the Assistant Secretary of Defense for Health Affairs to 
have it published. The tool provides guidance in the management of servicemembers 
with persistent symptoms that interfere with their performance of duty. 

35. Senator Bayh. General Schoomaker, the reality is that our Nation and the 
military’s medical system face significant shortages of mental health professionals. 
In fact, as I understand, the Army is trying to hire 272 new mental health profes- 
sionals this year. Unfortunately, the Army has estimated that it will have only 150 
by March. As a result, our system today is hard-pressed and strained, at best, to 
provide the essential care that so many of our soldiers who suffer from TBI and 
PTSD need. With that in mind, should we instead be focusing our efforts on taking 
the needed steps to increase access to quality, community-based and private care 
for our wounded soldiers? 

General SCHOOMAKER. To provide optimal care for our soldiers, we must make full 
use of the Military Health System (MHS), the VAs, and private sector care. Cur- 
rently the MHS makes extensive use of private sector care through the TRICARE 
Network. The Office of the Assistant Secretary of Defense for Health Affairs (HA) 
recently issued a new policy to ensure beneficiaries have appropriate access to men- 
tal health services by aligning mental health access standards with existing primary 
care access standards. This policy directs two new business practices. First, military 
mental health clinics must provide more self-referral capabilities, much like a pri- 
mary care clinic. Mental health clinics traditionally operated as specialty referral 
clinics with limited self-referral capabilities. Second, the policy establishes a 7-day 
routine standard for newly onset, non-urgent behavioral health conditions or exacer- 
bation of a previously diagnosed condition. MTFs closely track access standards for 
our wounded soldiers. If access to care standards cannot be met at a military facil- 
ity, the soldier is referred to the private sector for care. In addition, it is essential 
to partner with civilian health care providers to ensure that they have the education 
and training to care for our soldiers and veterans. 
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36. Senator Bayh. Secretary Chu, because of advances in force protection meas- 
ures and field medicine, wounded servicemembers are fortunately surviving at a 
much higher rate than in previous wars. Unfortunately, due to the nature of the 
blasts causing injuries, many are left with a TBI. While still on Active Duty, wound- 
ed servicemembers can be treated for almost any ailment at MTFs, VA, or private 
facilities at little or no expense to the patient or family. However, once a 
servicemember has retired, TRICARE is limited to its legally defined coverage and 
does not include the cognitive therapies necessary for TBI rehabilitation. While the 
VA can provide TBI care in many cases, it may not be appropriate for every indi- 
vidual, and these injured heroes have earned the access to all available options. Do 
you agree that injured servicemember/veterans’ care should based on their medical 
condition, not on their status as Active Duty or retired? If so, what are you doing 
to address this situation? 

Dr. Chu. Injured servicemembers/veterans’ care should be based on their medical 
condition. However, until recent changes in the law under the NDAA for Fiscal Year 
2008, the DOD was statutorily limited in the Services it could cost share for mem- 
bers who had separated from Active Duty or retired. 

Active Duty servicemembers are authorized cognitive rehabilitation services under 
the law. The benefits authorized in section 1631 of the NDAA for Fiscal Year 2008 
allows the Secretary, through regulations, to authorize any former member of the 
Armed Forces with a serious injury or illness to receive the same medical and den- 
tal care as a member of the Armed Forces on Active Duty for such care not readily 
available in the VA. 

Rehabilitation therapy covered under the TRICARE Basic Program is available to 
both servicemembers and retirees, and includes physician-prescribed therapy to im- 
prove, restore, or maintain function, or to minimize or prevent deterioration of pa- 
tient function. Prior to the enactment of section 1631, rehabilitation therapy under 
the TRICARE Basic Program for members who retired, medically or otherwise, had 
to be medically necessary and appropriate care keeping with accepted norms for 
medical practice in the United States, rendered by an authorized provider, nec- 
essary to the establishment of a safe and effective maintenance program, and could 
not be custodial, or otherwise excluded from coverage. 

Covered rehabilitation services for TBI patients may include physical, speech, oc- 
cupational, and behavioral services. Cognitive rehabilitation strategies may be inte- 
grated into these components of a rehabilitation program and may be covered under 
the TRICARE Basic Program when cognitive rehabilitation is not billed as a distinct 
and separate service except for Active Duty servicemembers and those that may be 
covered under section 1631. For all others under the TRICARE Basic Program, cog- 
nitive rehabilitation defined as “services that are prescribed specifically and unique- 
ly to teach compensatory methods to accomplish tasks which rely upon cognitive 
processes” are considered unproven and are not covered when separately billed as 
distinct and defined services. 

For other than Active Duty servicemembers and those that may be covered under 
section 1631, in determining whether a medical treatment has moved from 
unproven to proven, TRICARE reviews reliable evidence, as defined in 32 Code of 
Federal Regulations Part 199. Research study of cognitive rehabilitation in neuro- 
logical conditions including TBI is limited by differences between patients, and by 
variation in the type, frequency, duration, and focus of cognitive rehabilitation inter- 
ventions. The TRICARE determination that cognitive rehabilitation for TBI is 
unproven is supported by a 2002 Technical Assessment performed by Blue Cross/ 
Blue Shield (updated in 2006), and by a 2004 Technical Assessment by Hayes Incor- 
porated also updated in 2006. Our own commissioned Technical Assessment in 2007 
further supported the TRICARE determination as the literature available is incon- 
clusive on cognitive rehabilitation therapy’s role in the treatment of TBI. 

Medical evidence is dynamic and evolving, however, we know that some care that 
is considered unproven today will in the future achieve the required evidence 
threshold and become covered under the TRICARE Basic Program. Care that is like- 
ly to become proven is periodically reevaluated to ensure that TRICARE coverage 
is current and consistent with the latest evidence. 

Beneficiaries, including Active Duty servicemembers, may receive rehabilitation 
services in direct or purchased care facilities. Active Duty servicemembers may also 
receive TBI rehabilitation in specialized VA treatment centers. In most cases, pa- 
tients will be referred to a rehabilitation facility that has agreed to participate in 
the TRICARE network. Both Active Duty and non-Active Duty beneficiaries may be 
referred for care in a non-network facility when there are no available network fa- 
cilities able to meet the identified medical needs of the patient in the area where 
the patient lives or needs to receive care. 
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Service 

Supplemental 

Care 

Program — Active 
Duty 

TRICARE Basic Program (retired members) 

Veterans 

Affairs 

Occupational, speech, or physical therapy 

Yes 

Yes 

Yes 





Cognitive rehabilitation 

Yes 

Yes, if part of a comprehensive rehabilitation 
program and not billed as a separate 
service. 

Yes 



No 


Skilled nursing facilities-Prospective Pay- 

Yes 

Yes, SNF-PPS methodology, no time limit 

Yes 

ment System (SNF-PPS). 




Comprehensive post-acute brain injury re- 

Yes 

No 

Yes 

habilitation programs. 






No 


Educational rehabilitation 

Yes 

No 

Yes 

Transitional living programs 

Yes 

No 

Yes 



No 


Home health care (skilled) 

Yes 

Yes, partial intermittent up to 28 hours/week 

Yes 

Non medical aides and attendants 

Yes 

No 

Yes 

Respite care 

Yes 

No 

Yes 





Driving assessment and training 

Yes 

No 

Yes 


37. Senator Bayh. Secretary Chu, can you assure me that the overlap of benefits 
authorized in the recent NDAA will include access to the Active Duty cognitive ther- 
apy coverage? 

Dr. Chu. Clarification on Cognitive Therapy vs. Cognitive Rehabilitation: 

Cognitive-Behavioral Therapy (CBT) is a form of psychotherapy emphasizing the 
important role of thinking in how we feel and what we do. It does not exist as a 
distinct therapeutic technique. The term “cognitive-behavioral” is a general term for 
a classification of related therapies, based on the idea that thoughts are the cause 
of feelings and behaviors, rather than external things, like people, situations, and 
events. Patients are helped to change the way they think in order to feel and act 
better even if the situation does not change. 

CBT is covered under the TRICARE program, for both active servicemembers and 
retirees, as psychotherapy. Psychotherapy must be medically or psychologically nec- 
essary. 

Cognitive Rehabilitation is defined as systematic goal-oriented treatment designed 
to improve cognitive functions and functional abilities (including memory, language, 
concentration, attention, perception, learning, planning, sequencing and/or judg- 
ment) which may be recommended for patients with acquired brain injury. 

Active Duty servicemembers are authorized cognitive rehabilitation services under 
the law. The benefits authorized in section 1631 of the National Defense Authoriza- 
tion Act for Fiscal Year 2008 allows the Secretary through regulations to authorize 
any former member of the Armed Forces with a serious injury or illness to receive 
the same medical and dental care as a member of the Armed Forces on Active Duty 
for such care not readily available in the VA. 

Rehabilitation therapy covered under the TRICARE Basic Program is available to 
both Active Duty servicemembers and retirees, and includes physician-prescribed 
therapy to improve, restore, or maintain function, or to minimize or prevent deterio- 
ration of patient function. Prior to the enactment of section 1631, rehabilitation 
therapy under the TRICARE Basic Program for members who retired, medically or 
otherwise, had to be medically necessary and appropriate care keeping with accept- 
ed norms for medical practice in the United States, rendered by an authorized pro- 
vider, necessary to the establishment of a safe and effective maintenance program, 
and could not be custodial, or otherwise excluded from coverage. Covered rehabilita- 
tion services for TRICARE patients may include physical, speech, occupational, and 
behavioral services. Cognitive rehabilitation strategies may be integrated into these 
components of a rehabilitation program and may be covered under the TRICARE 
Basic Program when cognitive rehabilitation is not billed as a distinct and separate 
service. Under the TRICARE Basic Program, cognitive rehabilitation defined as 
“services that are prescribed specifically and uniquely to teach compensatory meth- 
ods to accomplish tasks which rely upon cognitive processes” are considered 
unproven and are not covered when separately billed as distinct and defined serv- 
ices, except under the authority of section 1631. This section has a sunset provision 
of December 31, 2012. 
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In our experience, the VA health benefit is intentionally structured to provide ro- 
bust care to disabled veterans with long-term rehabilitation and other care needs. 

38. Senator Bayh. Secretary Chu, in her testimony before the Dole-Shalala Com- 
mission this past summer, Colonel Joyce Grissom, the medical director for 
TRICARE Management Activity, told Commission members that TRICARE was at 
work reexamining the evidence to determine “if some of the cognitive rehabilitation 
modalities can be brought in to the benefit for all [TRICARE1 beneficiaries,” and 
that a technical report would be provided to TRICARE officials this past August. 
Was this report provided to TRICARE officials, and if so, what were the results of 
this reexamination? 

Dr. Chu. The Emergency Care Research Institute (ECRI) completed the Cognitive 
Rehabilitation for the Treatment of Traumatic Brain Injury report and submitted 
it to the Department in July 2007. ECRI Institute is an independent, nonprofit 
health services research agency and a Collaborating Center for Health Technology 
Assessment of the World Health Organization. 

In its summary of findings, ECRI concluded that there was insufficient, evidence- 
based research available to conclude that Cognitive Rehabilitation Therapy (CRT) 
is beneficial in treating TBIs. The Department acknowledges that there is expert 
opinion recommending CRT in the treatment of TBI; however, expert opinion is the 
weakest support in the hierarchy of evidence used to determine coverage. The DOD 
will continue to look for future evidence-based research that objectively supports the 
efficacy of CRT in the treatment of TBI. 


Questions Submitted by Senator Mark Pryor 

PRIVATE DOCTORS 

39. Senator Pryor. Secretary Mansfield, how many cases referred to private doc- 
tors for specialized care on a fee basis have not been paid? 

Secretary Mansfield. VA does not track its fee claims processing by the types of 
specialized care. Only aggregate data is available. The most recent claims processing 
data available are for January 2008. 

During the month of January 2008, a total of 797,247 claims were received for 
processing, including claims carried over from the month of December 2007. Of this 
total, 544,816 claims were processed and 252,431 claims remained pending at the 
end of the month. The number of pending claims aged greater than 30 days at the 
end of the month was 118,166 claims, or 14.8 percent of the total claims received. 

40. Senator Pryor. Secretary Mansfield, what is the problem? 

Secretary Mansfield. During fiscal year 2007, VHA has placed considerable focus 
upon timely processing of fee claims. This includes standardized reporting to assess 
outliers as well as determining necessary technology needs to meet significant pro- 
gram growth. Identified problems in achieving improved performance include the 
following: 

• Receipt of incomplete claims from vendors lacking sufficient supporting 
documentation necessary to adjudicate the claim; 

• Significant growth in the use of the fee program to meet access needs; 
and 

• Improvements in information technology necessary to enhance automa- 
tion of claims processing, currently a significant portion of claims proc- 
essing is manual in nature. 

41. Senator Pryor. Secretary Mansfield, what are the solutions? 

Secretary Mansfield. The solution will combine additional staffing along with 
technology enhancements. During fiscal year 2008, VHA received additional funding 
support for this staffing requirement and facilities have been able to increase staff- 
ing levels in claims processing units to meet our targets. The President’s budget in- 
cludes resources that will help meet the growth in this program. An improved tech- 
nology solution is being actively pursued, with a recent request to transfer dollars 
to the IT appropriation to meet this critical need. It is our intent to implement these 
changes in fiscal year 2009. 


MENTAL HEALTH 

42. Senator Pryor. Secretary Geren and General Schoomaker, how are pre- and 
post-deployment mental health assessments being improved to adequately evaluate 
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a soldier returning from combat overseas for the variable and unpredictable onset 
of PTSD? 

Secretary Geren and General Schoomaker. The Army continues to use existing 
medical surveillance systems to screen for a range of behavioral health issues, in- 
cluding PTSD. There have been no recent formal changes to the current screening 
process or questionnaires. 

Soldiers are screened in accordance with DOD Instruction 6490.03 and the De- 
ployment Cycle Support System. Soldiers are screened for both physical and mental/ 
behavioral health conditions prior to deployment, upon redeployment, and within 
90-180 days after redeploying. The screenings consist of a self reporting section and 
an interview with a health care provider. Completed screenings are reported 
through the Medical Protection System to the Armed Forces Health Surveillance 
Center (AFHSC). The AFHSC staff performs analyses on the data stored in the De- 
fense Medical Surveillance System to identify trends. The analysis and findings will 
be used to improve future pre and post mental health assessment tools. 

43. Senator Pryor. Secretary Geren and General Schoomaker, what type of re- 
integration programs is the military pursuing that helps our wounded warriors and 
their families not only heal both physically and emotionally, but instill confidence 
in their ability to tackle the challenges of life after the military as an injured vet- 
eran? 

Secretary Geren and General Schoomaker. The events of the last year have led 
to a strengthened partnership between the DOD and the VA. In close coordination 
with the VA, the Army has added 16 VA advisors at major MTFs to facilitate the 
process of applying for benefits and finalizing arrangements for follow-on care and 
services for a smooth transition to civilian status. 

The Army recently partnered with the University of Kansas to create the Wound- 
ed Warrior Education Initiative which will allow participants to complete a Master’s 
degree, then return to the Army either in Active Duty status or as a civilian. The 
Combined Arms Center at Fort Leavenworth, KS, will benefit from these wounded 
warriors’ education and personal experiences. In addition, the Army is currently pi- 
loting at Fort Bragg, NC, the Warrior Transition Employment Reintegration and 
Training Program which enables wounded warriors, working with the staff of the 
Soldier Family Assistance Centers, to receive education and training on how to cre- 
ate a resume, network, and develop job hunting skills. Through this program, WTs 
are assisted by counselors from the Army Wounded Warrior Program, Veterans Af- 
fairs advisors, and the staff of the Army Career and Alumni Program to develop a 
winning approach to obtaining employment when they leave the Army. 

Integral to the Army Medical Action Plan is the Comprehensive Care Plan (CCP). 
The CCP is a holistic approach to facilitate healing of the body, mind, heart, and 
spirit by having WTs follow the principles of being responsible for their own future, 
gaining more control over their lives, promoting health and a sense of well-being, 
maintaining a positive self identity, shaping satisfying social relationships, and 
overcoming social and cultural barriers. The CCP ensures attention is given to all 
these areas. Family members, caregivers, and others who are significant in each 
WT’s life also play an integral role in the success WTs have in rehabilitating and 
becoming prepared to be productive when they are either able to return to duty or 
separate from service and become engaged and productive civilians. 

Additionally, the Army Wounded Warrior Program (AW2) was established to as- 
sist the most severely wounded soldiers and their families, throughout their life- 
times, regardless of location. AW2 is vital in helping the wounded warrior become 
self-sufficient, contributing members of our communities. AW2 provides unique serv- 
ices to the most severely wounded and their families by: 

• Helping wounded soldiers remain in the Army by educating them on 
their options and assisting them in the application process; 

• Helping with future career plans and employment opportunities beyond 
their Army careers; 

• Supporting them with a staff of subject matter experts proficient in non- 
medical benefits for wounded soldiers; 

• Helping a soldier obtain full VA and Army benefits; 

• Helping a soldier and their family get health care after retiring from the 
Army; and 

• Helping a soldier get financial counseling. 

Soldier Family Management Specialists located throughout the country at major 
MTFs and VA Medical Centers provide on the ground support to soldiers and their 
families from the time they arrive. Soldier Family Management Specialists act as 
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career and education guides, benefits advisors, military transition specialists, local 
resource experts, family assistants, and life coaches. 

Companies have the opportunity to support those who sacrificed for our country 
by hiring soldiers severely wounded in the global war on terror. An important ele- 
ment in rebuilding the lives of severely wounded soldiers is gained through mean- 
ingful employment with companies throughout the world. AW2 links severely 
wounded, injured, or ill soldiers and companies together by providing personalized 
employment counseling and services. AW2 is vital in helping them become self-suffi- 
cient, contributing members of our communities. AW2 coordinators work closely 
with the Army Career and Alumni Program to connect prospective employers with 
AW2 soldiers seeking work. 

Consistent with the objectives of the Army Medical Action Plan, the Army will 
continue to work with public and private entities to provide WTs the skills and as- 
sistance they require in their recovery to keep alive the “can do” attitude that char- 
acterizes these great men and women. 

44. Senator Pryor. Secretary Geren and General Schoomaker, many times sol- 
diers do not want to admit to mental health problems. What assurances or instruc- 
tions has the DOD provided to its military personnel who fear that identifying a 
mental health issue would adversely affect or jeopardize their careers? 

Secretary Geren and General Schoomaker. It is critically important that soldiers 
are able to seek help without worrying about the effects on their career. Soldiers 
and civilians alike are traditionally concerned about jeopardizing their security 
clearances. The Army is working with the DOD to revise the medical question on 
the security clearance form and eliminate that concern. During a soldier’s service 
it is very likely that he or she can be called to deploy to a remote location away 
from family for sometimes extended lengths of time. The Army has recognized that 
building soldier and family resiliency is key to maintaining health and welfare. We 
developed “Battlemind” training products to increase this resiliency and have dif- 
ferent training programs available for pre-, during, and post-deployment. These pro- 
grams are designed for soldiers and their families, including children as young as 
pre-school aged, and they are distributed throughout the force. These programs are 
also available online anytime at www.behavioralhealth.army.mil. 

In a bold effort to both raise awareness and reduce the stigma associated with 
seeking mental health care, the Secretary of the Army and Chief of Staff of the 
Army initiated a leader chain teaching program to educate all soldiers and leaders 
about post-traumatic stress and signs and symptoms of concussive brain injury. This 
was intended to help us all recognize symptoms and encourage seeking treatment 
for these conditions. All soldiers were mandated to receive this training between 
July and October 2007, during which time we trained over 800,000 soldiers. We are 
now institutionalizing this training within our Army education and training systems 
to continue to share the information with our new soldiers and leaders and to con- 
tinue to emphasize that these signs and symptoms are a normal reaction to a stress- 
ful situation and it is absolutely acceptable to seek assistance to cope with these 
issues. 

Our efforts to decrease stigma appear to be having an impact. Findings from the 
most recent MHAT report show small but significant decreases in stigma. Rates of 
stigma are significantly lower in 2007 as compared to 2006 as reflected by responses 
to four of six survey questions related to stigma. Although we cannot draw a direct 
connection, this may be related to the leader chain teaching program and other 
Battlemind educational products. 


Questions Submitted by Senator Saxby Chambliss 

NATIONAL INSTITUTES OF HEALTH 

45. Senator Chambliss. Secretary Chu, 2 years ago, a research group funded by 
the National Institutes of Health (NIH) reported very promising results with the use 
of progesterone, a hormone that appears to protect damaged brain tissue, in the 
treatment of civilian trauma patients with moderate to severe brain injury. The 
NIH moved forward with a planning grant and is expected to decide in March 
whether it will fund a major national clinical trial of this treatment in civilian trau- 
ma centers. If the NIH moves forward with this research, would DOD want to par- 
ticipate? 

Dr. Chu. The Department would consider offering some Military Health System 
sites and those of the Clinical Consortium being put in place under the Traumatic 
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Brain Injury Broad Area Announcement by the Congressionally Directed Medical 
Research Program. 

46. Senator Chambliss. Secretary Chu, given the slow NIH funding process, do 
you believe DOD should support promising treatments (either by partnering with 
NIH or by a parallel process) in order to accelerate their validation? 

Dr. Chu. The Department partners routinely with the NIH, as well as engaging 
in its own extramural research program that supports early detection, diagnosis, 
and treatment of TBI. 

47. Senator Chambliss. Secretary Chu, would DOD consider providing additional 
funding to increase the number of civilian centers involved in testing a new treat- 
ment in order to find an answer more quickly? 

Dr. Chu. The Department is using funding from the Fiscal Year 2007-2008 Sup- 
plemental Appropriations for psychological health and TBI, and is already investing 
in a clinical consortium to support that objective. 

48. Senator Chambliss. Secretary Chu, if this treatment is deemed to be prom- 
ising enough by the NIH to warrant a major study to determine if it is effective, 
would DOD want to conduct its own study? 

Dr. Chu. That should not be necessary. 

49. Senator Chambliss. Secretary Chu, what type of partnership between DOD 
and NIH is appropriate to advance this type of research? 

Dr. Chu. The NIH already participates in the Department’s research management 
process. If agreements that are more formal or transfer of funds for cooperative ef- 
forts are required, Interagency Agreements will be sufficient. 


TRAUMATIC BRAIN INJURY 

50. Senator Chambliss. Secretary Geren and General Schoomaker, do you have 
the tools you need to make objective pre- and post-injury assessments of personnel 
with mild to moderate TBI? 

Secretary Geren and General Schoomaker. The diagnosis of mild TBI, also 
known as concussion, relies on the clinical interview. Throughout medicine there are 
no current gold-standard objective tests for the diagnosis of concussion. This is a 
very active area of investigation. 

For pre-injury assessment, in order to facilitate the evaluation and management 
of concussion, the Army has implemented a program to collect baseline 
neurocognitive data on Active and Reserve Forces prior to their deployment to com- 
bat theaters. The Automated Neuropsychological Assessment Metrics (ANAM) has 
thus far been performed on 40,000 soldiers predeployment. The Army has recently 
been funded to expand our neurocognitive assessment program to include all deploy- 
ing personnel. We are actively coordinating with the Air Force, Navy, and Marines 
to test all deploying military personnel. 

Post-injury, all assessments are used in conjunction with the clinical evaluation. 
The Military Acute Concussion Evaluation (MACE) is a tool to standardize the clin- 
ical evaluation of those soldiers suspected of having a concussion. The application 
of the ANAM in Theater will give front-line providers another critical piece of infor- 
mation for the evaluation and management of injured servicemembers. The ANAM 
does not diagnose TBI, but importantly is able to measure the unseen, subtle effects 
of injury. Other post-injury assessments tests for concussion, including serologic bio- 
markers and the Brain Acoustic Monitor, are undergoing critical and necessary eval- 
uation as post-injury objective tests. 

Moderate TBI is easier to detect since individuals have a loss of consciousness 
greater than 30 minutes and difficulty laying down new memories for greater than 
a day. 

51. Senator Chambliss. Secretary Geren and General Schoomaker, how much 
training is required for individuals to conduct these assessments? 

Secretary Geren and General Schoomaker. Training is a very important aspect 
of making objective post-injury assessments of mild TBI. Depending on the individ- 
ual’s background and experience with mild TBI, the amount of training required 
varies. We provide training and education to our providers prior to deployment, and 
while in Theater, to enhance their skills in this area. We are implementing a man- 
datory standardized web-based TBI training program for all healthcare profes- 
sionals to include clinical support personnel. Training on administration of the 
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ANAM is in progress for primary care providers and all deploying 
neuropsychologists. Additionally, we will soon be issuing guidance for implementing 
the revised 2008 PDHA and PDHRA forms that contain improved questions to more 
accurately screen for TBI. 

52. Senator Chambliss. Secretary Geren and General Schoomaker, how do you 
currently determine when a soldier or marine with a concussion or mild TBI is 
healthy enough to return to combat, and what technology is available to you to as- 
sist in these determinations? 

Secretary Geren and General Schoomaker. The Army’s policy is to ensure the 
safety of the soldier first. When a servicemember has a concussion, healthcare pro- 
viders use the MACE to standardize the appropriate evaluation and decisionmaking 
for diagnosis. Theater providers use a Clinical Practice Guideline that incorporates 
the MACE to delineate the pathways of care for concussion. These guidelines — origi- 
nally published in December 2006 — have recently been updated by an in-theater 
TBI working group. After a concussion is diagnosed, soldiers receive appropriate 
step-wise care in accordance with the Theater guidelines. As an additional check to 
see if the servicemember has recovered completely, he or she is tested under condi- 
tions of physical activity. Furthermore, the ANAM can be utilized to provide an ad- 
ditional check to ensure that a servicemember does not have any undetected resid- 
ual effects of concussion. 

53. Senator Chambliss. Secretary Geren and General Schoomaker, is it currently 
feasible to screen for mild TBI rapidly and accurately at MASH/CASH units in the 
field? 

Secretary Geren and General Schoomaker. Yes, the MACE is an effective and 
feasible method of acute TBI evaluation. To facilitate the evaluation and manage- 
ment of TBI, DOD is implementing a program to collect baseline neurocognitive 
data on Active and Reserve component prior to their deployment to combat theaters. 
Over 40,000 soldiers have been assessed to date. The Army has recently been fund- 
ed to expand our neurocognitive assessment program to all deploying personnel and 
we are actively coordinating with the Air Force, Navy, and Marines to test all de- 
ploying military personnel. 

Initially, the Services will use the DOD-developed/DOD-owned ANAM tool to ob- 
tain baseline data. The ANAM is a computer-based instrument that measures reac- 
tion time, short-term memory, pattern matching, and mathematical processing. The 
ANAM takes approximately 15 minutes to complete and is being administered as 
part of the predeployment readiness processing. 

The application of this instrument in Theater will give front-line providers an- 
other critical piece of information for the evaluation and management of injured 
servicemembers. The ANAM does not diagnose TBI, but is able to measure the un- 
seen, subtle effects of injury. DOD’s expansion of the testing process will be guided 
by the ANAM tool, while data is collected to validate accurate clinical decision- 
making. 

The Defense Health Board is establishing a scientific advisory subcommittee to 
perform an ongoing review of the DOD neurocognitive assessment program. 

54. Senator Chambliss. Secretary Geren and General Schoomaker, have you eval- 
uated novel assessment devices (e.g. DETECT) and would you be interested in vali- 
dating and testing these new technologies? 

Secretary Geren and General Schoomaker. Yes, the Theater Medical Informa- 
tion Program is conducting an analysis of neurocognitive assessment tool alter- 
natives. Also, the Defense and Veterans Brain Injury Center is planning a head-to- 
head evaluation of similar tools. 

55. Senator Chambliss. Secretaries Mansfield, Geren, Chu, and General 
Schoomaker, are you satisfied with the technology available to treat and diagnose 
TBI? 

Secretary Mansfield. I am satisfied that VA is leveraging the most advanced 
technologies and medical practices available to diagnose and treat veterans and 
servicemembers with TBI. Over the past 2 years, VA has provided more than $33 
million to facilities across its polytrauma system of care for state-of-the-science tech- 
nology and equipment, to provide the greatest potential for rehabilitation and recov- 
ery to injured veterans and Active Duty servicemembers. Additionally, the VA 
polytrauma tele-health network (PTN) provides a reliable and easily accessible tool 
to further coordinate and manage care. 

In fiscal year 2007, the PTN was expanded to include all polytrauma rehabilita- 
tion centers (PRC), polytrauma network sites, and several DOD MTFs. This ensures 
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that the highest level of expertise for TBI available at the PRCs is readily accessible 
at locations nearer the veteran’s home, through this state-of-the-art video- 
conferencing network. 

VA is leading this effort through its robust research and development programs, 
and will continue to integrate technology in its health care system as it emerges. 

Secretary Geren and General SCHOOMAKER. We always seek to improve our 
health care and expect current research in TBI enabled by investment inside and 
outside government will help us improve our ability to diagnose and care for TBI. 
For moderate, severe, and penetrating TBI there are many technological advances 
in treatment and the Army is adding several neurosurgical care tools to the inven- 
tory. For mild TBI (mTBI) or concussion, military medicine is actively seeking an- 
swers to the diagnostic and therapeutic challenges. We, along with the VA and civil- 
ian medical systems, still have much to learn about the nature of the injury, objec- 
tive tests, and optimal treatment of mTBI/concussion. Our medical professionals col- 
laborate and partner with the Defense and Veterans Brain Injury Center and the 
DOD Medical Research Program for the prevention, mitigation, and treatment of 
blast injury, including mTBI/PTSD. There are several initiatives underway, to in- 
clude an automated medication management tool, a web portal, and tele-medicine 
and tele-rehabilitation tools. Throughout this effort, we have received extraordinary 
support from the entire Army, the senior leadership of the DOD and the VA, as well 
as Congress. Together we are improving the way we protect our soldiers and the 
way we treat and rehabilitate injured warriors. 

The funds Congress provided will allow the Army Medical Department to re- 
search, develop, plan, and execute initiatives relevant to providing our patients and 
their families the highest quality and highest value of psychological healthcare and 
concussive injury treatment. We will continue to identify worthwhile investments to 
address the needs and gaps in care as we continue to focus on serving our soldiers 
and their families. 

Dr. Chu. The DOD continues to advance current technology in the prevention, de- 
tection, and management of TBIs through a robust research and development pro- 
gram. DOD has made gains since the start of the war in developing instruments 
and algorithms to assist in detection and management, but there is room for further 
improvement as we learn more about TBI sustained in an austere environment. We 
hope to continue the many collaborations we have with the academic and civilian 
community to determine where technology can further improve our assessment and 
management of TBI. 

56. Senator Chambliss. Secretaries Mansfield, Geren, Chu, and General 
Schoomaker, what are your acquisition and research priorities in this area? 

Secretary Mansfield. As TBI has emerged as a leading injury among U.S. Forces 
serving in military operations in Afghanistan and Iraq, VA’s Office of Research and 
Development has adapted its existing neuroscience, trauma, and rehabilitative port- 
folios to the setting of polytrauma. VA-sponsored TBI and neurotrauma research 
priorities include projects aimed at the pathogenesis of injury, epidemiology (inci- 
dence and prevalence), cognitive and behavioral consequences, and the best means 
of treatment. The spectrum of VA-funded projects aligns itself with the characteris- 
tics of mild, moderate, and severe TBI. A challenging research priority has been 
that of augmenting the post-deployment health questionnaire through improved 
tools that reliably diagnose TBI. In the case of mild TBI, physical symptoms such 
as headache or dizziness, emotional symptoms such as anxiety or irritability, cog- 
nitive deficits such as difficulty concentrating and even sleep disturbances, have 
provided clues that VA researchers are exploring in an attempt to refine screening 
instruments. Examples include: 

• The Cognition and Stroke Risk Project: Gender and Cognitive Decline 
(Brockton, NA) 

• Functional Anatomy of Rapid Eye Movement Sleep, Brainstem Control 
(Dallas, TX) 

• Examining the Effectiveness of Cognitive Rehabilitation in Veterans with 
Early Dementia and TBI (Decatur, GA) 

• Demand Sensitive Rehabilitation for Executive Dysfunction (Durham, 

NC) 

• Attentional Disorders in Patients with Brain Injury (Sacramento, CA) 

• Diagnosing Combat-Related Mild TBI Using Magnetoencephalography 
(San Diego, CA) 

• Hypothalamic and Basal Forebrain Regulation of Sleep and Arousal (Se- 
pulveda, CA) 
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Other VA-sponsored research seeks an improved understanding of neuroplasticity 
that may suggest improved pharmacologic as well as physical means of altering TBI 
outcomes. An emerging area of emphasis is that that of regenerative medicine which 
includes using somatic stem cell approaches to replace damaged neurons, and var- 
ious approaches to stimulate axonal regrowth. Examples include: 

• Regulation of Neuroglial Injury and Regeneration (Ann Arbor, MI) 

• Brain From Blood: Bone Marrow Derived Neurons Induced by Stroke 
(Augusta, GA) 

• Magnetic Resonance (MR) Tracking of Stem Cells for Replacement Ther- 
apy in Amyotrophic Lateral Sclerosis (ALS) (Baltimore, MD) 

• Multimechanistic Spinal Cord Repair: Role of Stem Cells and Scaffold 
(Brockton, MA) 

• Central Nervous System (CNS) Plasticity Induced by Motor Learning 
Technologies following Stroke (Cleveland, OH) 

• Plasticity of Micturition-Related Neurons Following Spinal Cord Injury 
(SCI) (Durham, NC) 

• Grafting Neural Stem Cells for SCI: Analysis of Allodynia (Milwaukee, 

WI) 

• Plasticity-Based Motor Recovery after SCI (Philadelphia, PA) 

• Axonal Regeneration in the Chronically Injured Spinal Cord (San Diego, 

CA) 

Still other arms of the portfolio aim to improve outcomes by studying PTSD occur- 
ring so commonly among veterans affected by TBI. Visual and auditory changes 
have suggested additional research projects useful in understanding cranial nerve- 
mediated changes. Examples include: 

• Center for Innovative Visual Rehabilitation (Boston, MA) 

• Artificial Silicon Retinal (ASR) Retinal Prosthesis Efficacy Evaluation 
(Decatur, GA) 

• Early Detection of Noise-Induced Hearing Loss (Loma Linda, CA) 

• Preventing Jet Fuel and Noise-Induced Hearing Loss (Loma Linda, CA) 

• Auditory and Vestibular Dysfunction Research Enhancement Award Pro- 
gram (Mountain Home, TN ) 

• Cognitive-Behavioral Treatments for PTSD Sleep Disturbance (Philadel- 
phia, PA) 

• Development of Clinical Instrumentation for Tinnitus Measurement 
(Portland, OR) 

• Cerebrospinal Fluid (CSF) and Plasma Pro-Inflammatory Cytokines: Re- 
lationship to Combat Exposure, PTSD and Health Status (San Diego, CA) 

• Basic Mechanisms in Hearing Loss of Cochlear Origin (San Diego, CA) 

• A Biological Interface for Cochlear Implants in Auditory Rehabilitation 
(San Diego, CA) 

• Progressive Intervention Program for Tinnitus Management (Tampa, FL) 

In addition to the above projects, VA will initiate in fiscal year 2008 a multi-site 
observational cohort study titled Neuropsychological and Mental Health Outcomes 
of OIF: A Longitudinal Cohort Study to examine war-related mental health dysfunc- 
tion. The study will collect long-term follow-up data 3-5 years after military per- 
sonnel return from their initial deployment to Iraq. The study will also determine 
the prevalence and course of PTSD among OIF veterans and assess the persistence 
of previously observed neuropsychological changes (in attention, verbal learning, vis- 
ual memory, and reaction time) following war-zone participation. TBI will be exam- 
ined as a possible risk factor for PTSD. 

Veterans suffering from moderate to severe TBI may benefit from a more applied 
series of rehabilitation research projects that examine veterans’ reintegration into 
home and family, school and work, and a broader community. Other VA research 
priorities include the use of biomedical engineering or assistive devices that improve 
treatment and rehabilitation. Examples include: 

• Pathways to Vocational Rehabilitation: Enhancing Entry and Retention 
(Bedford, MA) 

• A SCI Vocational Support Program: Implementation and Outcomes 
(Cleveland, OH; Dallas, TX; and San Diego, CA) 

• Rehabilitation Outcomes Research Center for Veterans with CNS Dam- 
age (Gainesville, FL) 

Secretary Geren and General Schoomaker. The Army core research program is 
currently focused on diagnostics using biomarkers in the blood to help identify the 
level of physical injury to the brain and on the development of neuroprotection 
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drugs to limit the amount of subsequent damage to the brain tissue if they are ad- 
ministered early after the injury. 

The Fiscal Year 2007 Supplemental funded-PTSD/TBI Research Program supports 
basic and clinically oriented research that will: (1) result in substantial improve- 
ments over today’s approach to the treatment and clinical management of TBI, in- 
cluding diagnostics, (2) facilitate the development of novel preventive measures, and 
(3) enhance the quality of life of persons with TBI. Congress mandated that the Pro- 
gram be administered according to the highly-effective U.S. Army Medical Research 
and Materiel Command two-tier review process that includes both external scientific 
(peer) review, conducted by an external panel of expert scientists and programmatic 
review. Programmatic review is conducted by a Joint Program Integration Panel 
(JPIP), which consists of representatives from the Departments of Defense, Veterans 
Affairs, and Health and Human Services. The JPIP identified several gaps in TBI 
research including: (1) treatment and clinical management, (2) neuroprotection and 
repair strategies, (3) rehabilitation/reintegration strategies, (4) field epidemiology, 
and (5) physics of blast. Research proposals that address these gaps will have the 
highest priority in funding. 

Dr. Chu. There are priorities that are developed by consensus via the Tri-Service 
Joint Integration Program Panel hosted at the Army Medical Research and Materiel 
Command that will inform acquisition. There are priorities within the areas of pre- 
vention, detection, and management that may impact acquisition. Prevention prior- 
ities include primary prevention with a focused program on helmet protection that 
will span the spectrum from impact concussive injury to ballistic and blast injury 
using novel helmet design and composite materials such as cushioned pads for im- 
pact injury and nano-fibers for ballistic and blast mitigation. Detection and manage- 
ment priorities include evaluation of the optimal cognitive assessment instrument 
through a head-to-head analysis of the five leading products that will best inform 
acquisition. There continues to be treatment trials using a variety of modalities, 
techniques, and devices that will further inform acquisition decisions. Other prior- 
ities include the study of long-term sequela of TBI as evidenced by the congression- 
ally-mandated 15-year study. There has also been identified a need to better under- 
stand the cumulative effects of repeat concussions. 

57. Senator Chambliss. Secretaries Mansfield, Geren, Chu, and General 
Schoomaker, what new basic research funding are DOD and the VA budgeting or 
planning for in developing new, more effective treatments for TBI? 

Secretary Mansfield. In fiscal year 2007, VA’s Office of Research and Develop- 
ment supported over $43 million of research aimed at developing new, more effec- 
tive treatments for the broad area of neurotrauma, including TBI, spinal cord trau- 
ma, neural regeneration, and associated sensory disorders. VA estimates funding a 
similar amount this fiscal year. However, because VA may still fund additional 
projects this fiscal year, total funding for fiscal year 2008 is not available until after 
the close of the fiscal year. 

To advance the treatment and rehabilitation of soldiers returning with these types 
of injuries, VA issued a request for research proposals that focus on TBI; cervical 
spinal cord injury; co-morbid conditions such as PTSD and trauma to extremities; 
screening and diagnostic tools related to mild TBI; and continuity of care between 
DOD and VA. 

Many exciting projects have emerged from this solicitation and other funding 
mechanisms to help veterans suffering from mild to severe TBI, including: (1) study- 
ing neural repair after brain injury to build a better understanding of cognitive re- 
habilitation, as well as find potential targets for practical treatments that enhance 
quality of life; (2) developing a project exploring community reintegration for 
servicemembers with TBI (to promote seamless transition between servicemembers 
currently being treated, or who will one day be treated, in both DOD and VA med- 
ical facilities); and (3) several studies assessing the relationship between TBI and 
PTSD and their impact on health outcomes. 

In addition, several VA scientists with expertise in neuroimaging and 
neuropsychology are turning their efforts to further understanding the brain 
changes that occur in TBI. This is important because following TBI there may be 
subtle, yet distinct, brain damage that results in memory, attention, thinking and 
personality changes that are difficult to diagnose and treat with current knowledge. 
A new study will start this year combining state-of-the-art imaging techniques (e.g., 
three-dimensional brain imaging and diffusion tensor imaging to examine white 
matter changes) with comprehensive neuropsychological assessments to fully char- 
acterize patients with TBI compared to other types of brain damage such as stroke. 
Knowledge from this study will help inform rehabilitation and diagnostic strategies. 
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Further, VA has established a polytrauma and blast-related injury quality en- 
hancement research initiative (PT/BRI QUERI) coordinating center to promote the 
successful rehabilitation, psychological adjustment, and community reintegration of 
veterans suffering from complex, multiple injuries. Two priorities have been identi- 
fied: (1) TBI with polytrauma, and (2) traumatic amputation with polytrauma. The 
PT/BRI QUERI is working closely with VA polytrauma rehabilitation centers to 
identify needs and gaps in care, as well as best practices. VA also recently issued 
a special solicitation for research projects on the long-term care and management 
of veterans with polytrauma, blast-related injuries, and/or TBI. 

Secretary Geren and General SCHOOMAKER. The DOD Blast Injury Research Pro- 
gram has identified DOD basic research programs ($9 million) for the Army and 
basic research unfunded requirements ($99.6 million) from the Army and Navy, and 
the Defense Veterans Brain Injury Center for fiscal year 2008-fiscal year 2015 that 
address the Treatment and Clinical Management gap areas identified by the Joint 
Program Integration Panel which was convened in response to the fiscal year 2007 
war supplemental funding. These unfunded requirements will be identified in a fu- 
ture Program Objective Memorandum request. 

Additionally, through the fiscal year 2007 war supplemental, PTSD/TBI Research 
Program is offering competitive funding for a Clinical Consortium, which will com- 
bine the efforts of the Nation’s leading investigators to bring to market novel treat- 
ments or interventions that will ultimately decrease the impact of military-relevant 
PTSD and TBI within the DOD and the VA. Further, the Clinical Consortium is 
required to integrate with the DOD Center of Excellence (DCoE) for PTSD and TBI, 
which supports the DCoE’s expediting the fielding of PTSD and TBI treatments and 
interventions. Several other award mechanisms offered by the PTSD/TBI Research 
Program will also support preclinical and clinical trials for more effective treatments 
for TBI. 

Dr. Chu. The DOD is completing the award process for $150 million authorized 
by Congress for TBI research. The allocations will include prevention, surveillance, 
and approaches to both basic science examining etiologies and mechanisms of TBI 
and diverse clinical treatments that include virtual reality, pharmacology, rehabili- 
tation, and cognitive retraining. The listing of detailed grants funding will be avail- 
able from the congressionally-directed Medical Research Program office following 
final approval. 

58. Senator Chambliss. Secretaries Mansfield, Geren, Chu, and General 
Schoomaker, what new basic research funding are DOD and the VA budgeting or 
planning for in developing treatments for the chronic treatment of TBI that may aid 
in neuroregeneration, as opposed to acute treatments for the earliest stages of the 
injury process? 

Secretary Mansfield. VA has established a PT/BRI QUERI coordinating center 
to promote the successful rehabilitation, psychological adjustment, and community 
reintegration of veterans suffering from complex, multiple injuries. Two priorities 
have been identified: (1) TBI with polytrauma, and (2) traumatic amputation with 
polytrauma. The PT/BRI QUERI is working closely with VA polytrauma rehabilita- 
tion centers to identify needs and gaps in care, as well as best practices. 

VA also recently issued a special solicitation for research projects on the long-term 
care and management of veterans with polytrauma, blast-related injuries and/or 
TBI. 

In addition, VA plans to expand its research efforts in regenerative medicine, 
using state-of-the-art techniques including cell and gene therapies, bioengineering 
and biomaterials, and molecular therapeutic agents. Molecular therapeutic agents 
may include, but not limited to enhancing the body’s intrinsic repair mechanisms, 
as well as to replace damaged cells and tissues. 

In fiscal year 2007, VA’s Office of Research and Development supported over $43 
million of research aimed at developing new, more effective treatments for the broad 
area of neurotrauma, including TBI, spinaf cord trauma, neural regeneration and 
associated sensory disorders. VA estimates funding a similar amount this fiscal 
year. However, because VA may still fund additional projects this fiscal year, total 
funding for fiscal year 2008 is not available until after the close of the fiscal year. 
Some exciting work in this area sponsored by VA includes: 

• Delivery of Therapeutic Proteins to the CNS (Baltimore, MD) 

• Help-seeking Behavior and Participation in Visual Impairment Rehabili- 
tation (Decatur, GA) 

• Home-Based Tele-Health Stroke Care: A Randomized Trial for Veterans 
(Decatur, GA) 

• Diagnosing Combat-related Mild TBI using Magnetoencephalography 
(San Diego, CA) 
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• Cognitive-Behavioral Treatments for PTSD Sleep Disturbance (Philadel- 
phia, PA) 

• Clinical Translational Strategies for Neurological Recovery (West Haven, 

CT) 

Secretary Geren and General Schoomaker. Research for long-term chronic care 
is not a core military research, development, test, and evaluation (RDT&E) funded 
program and therefore DOD has no new basic research funding currently planned 
or programmed specifically for chronic TBI treatment that may aid in 
neuroregeneration. The core military RDT&E combat casualty care research mission 
for TBI is focused on neuro-protection and acute treatment for the early stages of 
injury to prevent or minimize the level of injury. Within the planned military core 
research areas for neuro-protection and extremity tissue regeneration, new tech- 
nologies and biologic mechanisms may be discovered that may lend to the future 
work in neuroregeneration. 

The fiscal year 2007 supplemental funded-PTSD/TBI Research Program does have 
a component with a focus on neuro-protection and repair strategies. There are 17 
proposals focused on neuro-protection and repair strategies competing for the $63 
million TBI research funds for which funding recommendations will be made in 
early March. 

Dr. Chu. The Department plans to develop at least one regenerative center uti- 
lizing the latest technology in autologous stem cell research. In addition, the De- 
fense Center of Excellence for Psychological Health and Traumatic Brain Injury is 
interacting with Stem Cell Incorporated, a company that has developed hormonal 
stimulation techniques for endogenous neural stem cells in stroke using Food and 
Drug Administration approved drugs. The direct transfer of such technology to TBIs 
may require more preclinical data but it is possible that such an approach could 
then be fast-tracked into a randomized clinical trial. The Defense and Veterans 
Brain Injury Center network would be the ideal environment and context in which 
to develop such a trial. 

59. Senator Chambliss. Secretaries Mansfield, Geren, Chu, and General 
Schoomaker, what new basic research funding are DOD and the VA budgeting or 
planning for in pre-clinical research into TBI treatments in the acute or chronic 
stages of the disease? 

Secretary Mansfield. In fiscal year 2007, VA’s Office of Research and Develop- 
ment supported over $43 million of research aimed at developing new, more effec- 
tive treatments for the broad area of neurotrauma, including TBI, spinal cord trau- 
ma, neural regeneration and associated sensory disorders. VA estimates funding a 
similar amount this fiscal year. However, because VA may still fund additional 
projects this fiscal year, total funding for fiscal year 2008 is not available until after 
the close of the fiscal year. 

Some exciting work in this area sponsored by VA includes: 

• Neural Transplantation of Cultured Human-Derived Cells in Stroke (Au- 
gusta, GA) 

• Schwann Cell Influence on Pathway Reinnervation (Durham, NC) 

• Nogo-A Blockade and Functional Recovery after Stroke in the Aged 
(Hines, IL) 

• Templated Scaffolds for Spinal Cord Regeneration (San Diego, CA) 

• Investigation of Rehabilitation-Induced Plasticity in Brain Networks (San 
Francisco, CA) 

Secretary Geren and General Schoomaker. The DOD Blast Injury Research Pro- 
gram has identified DOD pre-clinical programs ($23.8 million) and unfunded re- 
quirements ($9.5 million) for the Army in fiscal years 2008-2015. 

The DOD’s investment strategy for the fiscal year 2007 war supplemental appro- 
priation (TBI $150 million) included multiple Intramural (DOD and VA) and Extra- 
mural award mechanisms focused primarily on pre-clinical TBI research. The fund- 
ing mechanisms include the Concept award, which supports the exploration of a new 
idea or innovative concept that could give rise to a testable hypothesis; the Investi- 
gator-Initiated Research award which supports basic and clinically oriented re- 
search; the Advanced Technology-Therapeutic Development Award, which supports 
demonstration studies of pharmaceuticals (drugs, biologies, and vaccines) and med- 
ical devices in preclinical systems and/or the testing of therapeutics and devices in 
clinical studies; the New Investigator award, which supports bringing new research- 
ers into the field of TBI; and the Multidisciplinary Research Consortium Award is 
intended to optimize research and accelerate the solution of a major overarching 
problem in TBI research within an integrated consortium of the most highly-quali- 
fied investigators. 
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Dr. Chu. Both the Defense Center of Excellence for Psychological Health and 
Traumatic Brain Injury and the Armed Forces Institute of Pathology have collabo- 
rated to develop a Biophysics Traumatic Brain Injury Laboratory which will focus 
on pre-clinical investigations to include development and testing. Further indica- 
tions of pre-clinical priorities can be found in the Broad Agency Announcement of 
the congressionally-directed Medical Research Program project being managed by 
the Army Medical Research and Materiel Command (MRMC). The final round of 
MRMC programmatic review for funding is being completed this week. The funded 
research includes extensive funding for protocols involving pre-clinical research into 
treatments for both acute and chronic TBI. 


Questions Submitted by Senator Roger Wicker 

MEDICAL RECORDS 

60. Senator Wicker. Secretary England and Secretary Mansfield, I appreciate the 
progress the two Departments have made in sharing health information. I am frus- 
trated that what you have described still seems to be a patchwork of link-ups be- 
tween legacy systems. What progress has been made and what obstacles are there 
to developing a personal, portable electronic medical record for members and vet- 
erans? 

Secretary England. Leveraging existing complex clinical systems and in-place in- 
frastructure has allowed the DOD and the VA to make significant strides in infor- 
mation sharing over the past several years. At the same time, we have taken advan- 
tage of the support that Congress has provided through the direction to establish 
a Joint Incentive Fund and the authorization to initiate pilot projects under the Na- 
tional Defense Authorization Act. 

This strategy has allowed us to share clinically useful information more quickly. 
It has also provided us with a better understanding of how best to proceed in our 
broader, more mature DOD/VA enterprise-level information sharing efforts. 

Currently, we are developing a Joint DOD/VA Information Interoperability Plan 
as a roadmap to better integrate our approach to implementing information sharing. 
The basis for our sharing of information requires an agreement on what data ele- 
ments need to be shared and, for each, the level of interoperability. The ability for 
a clinician to be able to view a particular piece of information is obviously valuable. 
However, for some purposes, significant additional value can be derived if the data 
elements can be shared in such a way to enable computer assisted decisionmaking 
or computation. 

While we believe that we have optimized information sharing from our existing 
legacy systems, we also believe more can be done to add greater long-term value 
to the clinicians and servicemembers, veterans, and their families. The interoper- 
ability plan will guide us in prioritizing our sharing efforts and determining how 
best to address the development and/or procurement of new software applications 
and information technology systems jointly. Approaching these broader initiatives 
jointly helps to ensure that we will be able to more easily share information be- 
tween the clinicians in our two Departments. 

The DOD/VA inpatient electronic health record initiative builds on the lessons 
learned and successes from legacy system data sharing, and is a prime example of 
how we are moving towards greater and greater interoperability. The feasibility as- 
sessment was completed. We are now in the process of assessing alternative tech- 
nical approaches. This assessment will result in the selection of a technical ap- 
proach in the fall of this year. 

Further, DOD and VA are jointly working to develop network trusted partnership 
which will allow the Departments to securely share data seamlessly across our com- 
munication infrastructures. Additional communication gateways are planned to 
allow for the increased volume of data sharing and provide redundancy. This infra- 
structure enhancement will serve as the backbone for implementation of many of 
the initiatives highlighted in the Dole/Shalala report. 

A personal, portable electronic medical record will draw information from the clin- 
ical information repositories, potentially from both DOD and VA sources. Some of 
that data will be from legacy systems, bringing with it the challenges inherent in 
working with the older technology. The implementation of newer technologies will 
address many of those challenges. The trusted partnership will address current 
challenges and any need for linkages to systems across DOD and VA. 

In December 2007, DOD initiated a proof of concept project to provide bene- 
ficiaries who have common access card access to a subset of data drawn from the 
DOD electronic health record, AHLTA. That data set includes the ability for the 
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beneficiary to view allergy information, demographic information (name, social secu- 
rity number, date of birth, gender, marital status, race, religion, contact informa- 
tion, eligibility and enrollment data, and other health insurance). It also allows the 
beneficiary to view their medication profile including medication information from 
MTFs, civilian pharmacies, TRICARE Mail Order Pharmacy (TMOP), VA, and over 
the counter medications. 

The next phase of the DOD personal health record (PHR) project will allow the 
beneficiary to view nonsensitive chemistry and hematology lab results, and encoun- 
ter notes (nonmental health). It will also enable beneficiaries to self enter informa- 
tion into a personal health journal. Initially this will be health history and health 
trackers. During phase II, options will be explored to enable PHR access for those 
who do not have Common Access Cards. 

Further development will continue to expand the scope of the PHR and extend 
it to all beneficiaries. 

Secretary Mansfield. VA and DOD are working together to address challenges 
related to VA obtaining access to DOD data. Despite these challenges, VA and DOD 
are now sharing unprecedented amounts of electronic medical data. Over the past 
several years, VA and DOD have worked to develop incremental data exchange, 
which now support the one way and bi-directional exchange of most health data that 
are available in electronic format. VA and DOD continue to collaborate in devel- 
oping innovative methods of sharing data between one another. Some examples of 
these efforts include: 

1. Bi-directional exchange of data. In order to better support VA/DOD inter- 
operability, particularly in the global war on terror efforts, both organizations 
are emphasizing bi-directional information exchange as a central requirement. 
Data from areas such as pharmacy, allergy, laboratory, and radiology are cur- 
rently exchanged in a textual format for full data sharing. This information ex- 
change means that a veteran’s record becomes immediately more comprehensive 
and more portable. 

Taking this exchange one step further, both VA and DOD are working toward 
establishing data exchange that are both fully bi-directional, as well as comput- 
able, which means the data can be leveraged by both systems’ electronic deci- 
sion support tools. Examples of VA/DOD data sharing efforts include both bi- 
directional health information exchange (BHIE) and clinical health data reposi- 
tory (CHDR), details of which include: 

a. BHIE. Deployed to all VA facilities in October 2004. 

b. CHDR. Shares computable health record data elements between DOD’s 
clinical data repository (CDR) and VA’s health data repository (HDR). Data 
are exchanged for patients identified and matched as active dual consumers 
(ADC) of both VA and DOD health care. VA and DOD conducted the first 
successful test of CHDR in a live patient environment in June 2006, and 
expanded to seven locations between DOD and VA. The key feature of 
CHDR is the exchange of standardized, computable (as opposed to textual) 
data. CHDR currently exchange pharmacy and allergy data elements. In 
April 2007, VA released remote data interoperability (RDI), which extended 
the existing local drug-drug and drug-allergy order checks, to include data 
from all VA and DOD facilities, at which a patient was treated. This en- 
sures electronic decision support tools are based on all available electronic 
patient health information. 

2. Global War on Terror. The “Big 7” projects are developed to facilitate a 
smooth transition between DOD and VA for global war on terror veterans and 
expedite transfer and improve management of polytrauma and TBI patients. 
The “Big 7” include: 

a. OEF/OIF combat veteran identifier 

b. TBI database which supports tracking, care quality monitoring, trend 
analysis, and performance improvement 

c. Polytrauma marker 

i. Addresses special needs of polytrauma patients 

ii. Provides alerts and reminders and supports consistent manage- 
ment, reporting and displaying of important patient characteristics 

d. DOD/VA BHIE-CDR (theater) interface provides an interface to OEF/ 
OIF theater data in DOD’s theater medical data system (TMDS) using 
BHIE framework 

e. Joint patient tracking application (JPTAVveterans tracking application 
(VTA) 
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i. Gives VA providers access to critical demographic and patient 
health information from the theater of operations in DOD’s JPTA sys- 
tem 

ii. Establishes a link in VA’s VistAWeb and the CPRS tools menu 

f. Clinical transfer form acts as nursing patient transfer document pro- 
viding patients situation, background, assessment, and recommendations 

g. DOD scanning interface attaches scanned DOD patient records to clin- 
ical document notes accessible across VA 

In March 2008 we completed three data sharing initiatives (1) inpatient 
consults, (2) operative reports, and (3) establishing plans for the movement of 
medical images. 

3. National Health Information Network (NHIN): Led by Health and Human 
Services, the VA and DOD both participate in the establishment of the NHIN. 
The NHIN is intended to provide a secure, nationwide, interoperable health in- 
formation infrastructure that will connect providers, consumers, and others in- 
volved in supporting health and health care. The NHIN will enable health infor- 
mation to follow the consumer, be available for clinical decisionmaking, and 
support appropriate use of healthcare information beyond direct patient care so 
as to improve health. The Office of the National Coordinator for Health IT has 
invited a Federal Consortium of 26 agencies, including VA, DOD, HIS, and SSA 
to participate in the NHIN fiscal year 2008 trial implementation and fiscal year 
2009 production deployment. The Health Information Technology Sharing 
(HITS) Program and Software Engineering and Integration (SE&I) architects 
are engaged in the fiscal year 2009 objective to demonstrate patient data ex- 
change among selected agencies in a production environment based on the 
standards specifications from Integrating the Healthcare Enterprise (IHE) and 
the Health Information Technology Standards Panel (HITSP). Implementation 
of this project will support sharing of standards-based electronic patient health 
information with private and Federal health care providers. 

Future Plans. In light of the global war on terror efforts and other existing 
VA/DOD information exchange programs, the two organizations have a number 
of plans for future efforts. The table below provides timelines regarding detailed 
information sharing milestones, and the list following the table, provides insight 
into additional efforts. 


Data Sharing Initiatives 


Target Completion (by the end of) 


Vital signs 

Joint inpatient phase 2 analysis - technical feasibility 

Family history 

Questionnaires and forms 

Other history 

Social history 

Bidirectional health information exchange - VA-DOD imaging 


June 2008 
July 2008 
September 2008 
September 2008 
September 2008 
September 2008 
September 2008 


1. Continue to support one-way and bi-directional exchange with existing do- 
mains of textual data through BHIE (laboratory, pharmacy, radiology, and al- 
lergy) and FHIE. 

2. Enhance BHIE to exchange medical images and scanned documents. 

3. Expand the use of CHDR for exchange of computable electronic health 
record data to other appropriate and agreed-upon domains. 

4. Automate marking of active dual consumers. 

5. Enhance RDI to include additional CHDR data elements in electronic deci- 
sion support as they become available. 

Challenges: The issues which the implementation of VA/DOD interoperability 
projects face centered around the difficulty both VA and DOD staff have encoun- 
tered in maintaining a solid operating status in the production environment of the 
current system. While the HHS-led NHIN effort could be considered a long-term 
strategy for interoperability, it is not yet mature. In working on this and the other 
interoperability solutions, neither agency foresaw the level of resource allocation, 
necessary to preserve the production linkage, and pinpointing the exact sources of 
the issues has proven difficult. Additionally, these projects are largely based upon 
the future HealtheVet/common services environment. Because not all components of 
this infrastructure are as yet in place and mature, the development staff on the 
project sometimes must engineer alternate solutions, slowing progress on overall 
system development. Finally, the mediation of standards between agencies presents 
some management challenges. 
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LEGAL ASSISTANCE 

61. Senator WICKER. Secretary Geren, during our examination of Walter Reed and 
our military healthcare process, I was troubled to learn of the many soldiers waiting 
for legal assistance during the Physical Evaluation Board (PEBVMedical Evaluation 
Board (MEB) process. In some cases, soldiers hired their own attorneys at personal 
expense because of the tremendous backlogs. As a former member of the House Ap- 
propriations Defense Subcommittee, I offered an amendment that was accepted into 
last year’s supplemental appropriation that would implement the recommendations 
of the Army Inspector General to provide trained military attorneys dedicated to 
representing soldiers who are pursuing claims before evaluation boards. What obsta- 
cles lay in the way of recruiting and retaining staff, case managers, advocates, and 
legal staff? 

Secretary Geren. Recruiting and retaining case managers, advocates, and legal 
staff can be challenging, particularly in some of the rural areas where our WTUs 
are located. Despite these challenges, our WTUs were staffed at about a 90 percent 
staffing level on February 6, 2008. We have used a combination of civilian hires and 
military personnel from the Active and Reserve components in order to achieve this 
level of staffing. 

The Army has demonstrated its commitment to provide soldiers and families the 
legal advocacy and assistance they require by specifically addressing this important 
support in the Army Medical Action Plan. The Army mobilized 18 Reserve compo- 
nent lawyers and legal assistants to provide legal counsel and advocacy for soldiers 
going through the Army Physical Disability System process. We are also pursuing 
a plan to expand this program by providing a lawyer and a paralegal at every War- 
rior Transition Battalion. 

The Army is greatly appreciative of the assistance Congress provided in the Fiscal 
Year 2007 Supplemental Appropriations Act and the National Defense Authoriza- 
tion Act for 2008. The expanded hiring authorities in these Acts will help DOD at- 
tract and hire needed healthcare professionals. We have hired 138 mental health 
professionals with the intent to hire a total of 274. 

[Whereupon, at 12:04 p.m. the committee adjourned.] 
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